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PREFACE 


There  are  two  roads  which  lead  people  to  their  reformation:  one 
is  through  their  own  misfortunes;  and  one  is  through  the 
misfortunes  of  others.  The  former  is  the  more  direct,  but  the 
latter  is  the  less  painful.  We  should  thus  always  be  aware  of  the 
latter,  for  thereby  we  can,  without  injury  to  ourselves,  gain  a 
clearer  view  of  the  best  course  to  pursue.  The  knowledge  derived 
from  a study  of  history  is  the  best  of  all  educations  for  a practical 
life. 


—Polybius 

(c.  205  -c.  123  BC) 

Not  so  very  long  ago  the  question  how  best  to  deliver  health  care  services  was 
a non-question.  It  did  not  need  to  be  asked,  since  the  answer  was  presumed  to  be 
known.  Health  care  services  were  a commodity,  to  be  bought  and  sold  in  a free  and 
unrestricted  marketplace  by  those  possessing  the  requisite  wherewithal.  Physicians 
were  the  sole  significant  purveyors  of  the  commodity,  and  their  knowledge  and 
authority  were  considered  unimpeachable.  The  same  "invisible  hand"  which  Adam 
Smith  had  argued  guaranteed  both  equity  and  quality  in  the  economy  at  large  was 
confidently  believed  to  provide  similar  assurances  with  respect  to  health  care 
services.  There  seemed  to  be  no  point  in  questioning  what  appeared  to  be  working 
well. 


Over  the  last  few  decades  there  has  been  a notable  erosion  in  this  position.  In 
many  jurisdictions  health  care  services  are  now  considered  a fundamental  right  for 
all  persons,  and  universal  entitlement  thereunto  is  considered  a principal 
responsibility  of  government.  Legions  of  nonmedical  personnel  have  appeared  on  the 
health  care  scene,  and  while  a crucial  role  still  tends  to  be  granted  to  the  physician, 
a leading  medical  periodical  nevertheless  editorializes  that  health  care  "has  to  be 
provided  by  a panoply  of  competent  functionaries,  each  aware  of  the  existence  of 
the  other,  and  all  integrating  their  services  for  the  maintenance  of  health"  (1). 
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Responsibility  for  the  assurance  of  equity  and  quality  in  health  care  is  increasingly 
vested  in  external  review  bodies,  including  importantly  the  courts  and  governmental 
committees,  with  rapidly  escalating  demands  for  explicit  accountability.  Whatever 
the  cause  may  be  of  these  changes,  and  whether  they  are  to  be  viewed  with 
approbation  or  alarm,  is  much  debated.  But  one  conclusion  at  least  is  clear:  the 
question  how  best  to  deliver  health  care  services  has  emerged  as  a significant  and 
even  a pressing  question. 

It  is  also  an  unanswered  question.  Unanswered  questions  being  the  provenance 
of  research,  it  is  less  surprising  than  might  be  supposed  upon  initial  consideration 
that  the  question  of  health  care  delivery  is  one  with  which  the  Addiction  Research 
Foundation  of  Ontario  has  had  occasion  to  grapple.  While  problems  related  to  the 
use  of  alcohol  and  other  drugs  are  in  some  respects  different  from  classical  medical 
problems,  the  delivery  of  health  care  services  to  clients  is  formally  similar  in  both 
instances.  Over  time,  the  Foundation  has  made  many  contributions  to  issues  of 
health  care  delivery.  For  example,  it  pioneered  the  development  of  nonmedical 
detoxification  programmes  for  chronic  abusers  of  alcohol,  and  has  also  carefully 
evaluated  this  innovation  (2).  It  has  devoted  much  attention  to  the  development  of 
programmes  to  provide  services  to  alcohol  and  drug  dependent  employees  within  the 
context  of  their  place  of  employment  (3).  It  has  explored  in  considerable  detail  the 
delivery  of  services  on  a province-wide  basis  to  all  persons  in  Ontario  having  alcohol 
and  drug-related  problems  (4). 

Thus  the  effort  recorded  in  these  pages  is  not  inconsistent  with  other 
initiatives  of  the  Foundation.  It  arose  within  the  specialized  context  of  the  Clinical 
Institute,  a major  division  with  principal  responsibility  for  research  on  treatment. 
One  strategy  adopted  to  fulfill  this  mandate  has  been  to  provide  direct  services, 
which  are  then  utilized  to  study  the  effects  of  various  treatments.  Desirous  of 
mounting  a comprehensive  research  programme,  the  Clinical  Institute  has 
characteristically  provided  inpatient,  out-patient  and  emergency  services  covering  a 
broad  spectrum  of  the  medical  and  psychosocial  interventions  required  by  its  target 
population. 
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Within  such  a setting  it  is  natural  that,  in  addition  to  the  fundamental  question 
of  the  efficacy  of  particular  interventions,  the  further  question  of  the  optimal 
delivery  of  health  care  services  should  also  arise.  Among  the  responses  to  this 
further  question  in  the  Clinical  Institute  was  the  Core-Shell  Treatment  System 
Project,  which  had  its  inception  in  late  1975.  The  project  sought  to  modify  a model 
health  care  delivery  system  suggested  for  persons  with  drug  and  alcohol  problems  in 
another  jurisdiction  (5,6)  and  apply  it  to  the  treatment  effort  of  the  Clinical 
Institute.  Hopefully,  this  system  would  not  only  rationalize  treatment  and  improve 
its  outcome,  but  would  also  provide  support  services  to  the  research  effort  which 
was  the  Clinical  Institute's  principal  assignment.  Following  a review  of  some  basic 
conceptual  issues  (referred  to  as  "phase  zero")  a multi-phase  pilot  project  was 
carried  out  beginning  in  October,  1976  (phases  I,  II,  and  III).  In  phase  I,  the 
fundamental  processes  of  primary  care  and  assessment  were  separately  implemented 
and  studied.  These  two  processes  were  then  connected  functionally  with  each  other 
and  with  Institute  treatment  programmes  for  phase  II  of  the  study.  Phase  III 
considered  the  operation  of  the  treatment  system  on  weekends. 

While  a number  of  publications  drawing  upon  this  experience  have  appeared  in 
the  literature  (see  Appendix),  they  have  dealt  primarily  with  broader  issues  and  have 
drawn  only  sparingly  upon  the  wealth  of  detail  generated  by  the  project.  This  level 
of  information  has  hitherto  been  available  only  in  the  internal  publication  (or 
substudy)  system  of  the  Addiction  Research  Foundation  (primarily  substudies  // 9 6 2 , 
// 1 0 3 5 , and  #1058).  As  knowledge  of  the  work  has  been  disseminated,  there  has  been 
an  increasing  demand  for  greater  detail.  The  demand  has  come  primarily  from  those 
planning  to  emulate  the  approach  taken  by  the  project.  Moving  along  similar  lines, 
various  groups  have  raised  a plethora  of  specific  questions  not  dealt  with  in  the 
published  materials. 

The  three  volumes  of  A System  of  Health  Care  Delivery  have  been  prepared  in 
the  hope  that  they  might  deal  with  just  such  specific  questions.  They  constitute  a 
comprehensive  account  of  every  aspect  of  the  work.  Their  contents  are  drawn 
primarily  from  the  reports  of  phases  zero,  I,  II,  and  III  of  the  pilot  project. 
However,  four  additional  substudies  (#840,  #1006,  #1045,  and  #1085)  and  one 
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unpublished  manuscript  have  also  been  included.  Six  entirely  new  chapters  have 
been  prepared,  covering  relevant  developments  subsequent  to  the  completion  of 
phase  III,  and  rounding  out  the  picture  of  a comprehensive  treatment  and  treatment 
support  system.  Included  is  detailed  information  on  such  critical  elements  as  a basic 
assessment  package,  medical  screening,  computerization,  and  follow-up  technology, 
as  well  as  the  more  recent  functional  dimensions  of  certain  elements  of  the  system. 
In  several  instances  existing  chapters  have  been  rewritten,  though  the  main  thrust 
has  been  to  preserve  the  language  and  thought  of  the  originals,  warts  and  all.  For 
the  convenience  of  the  reader,  the  material  has  been  completely  reorganized  so  that 
everything  relevant  to  a particular  subject  (e.g.  primary  care,  assessment,  etc.) 
appears  together  and  in  a logical  developmental  order,  rather  than  being  scattered 
through  different  substudies. 

It  would  be  immodest  in  the  extreme  to  imply  that,  consequent  to  a perusal  of 
this  material,  the  question  how  optimally  to  deliver  health  care  services  will  have 
been  definitively  answered.  To  such  a question  there  is  very  likely  no  definitive 
answer,  only  relative  answers  which  are  highly  dependent  upon  particular  times, 
places,  situations,  resources,  and  goals.  So  it  was  in  the  Clinical  Institute. 
Following  the  completion  of  phase  III,  certain  elements  of  the  model  system  were 
adopted  and  incorporated  into  the  administrative  structure  of  the  organization, 
principally  those  which  served  best  to  support  the  individual  projects  which  are  the 
Institute's  main  focus  of  research  activity.  The  system  as  a whole,  particularly  as 
envisioned  in  some  of  the  early  conceptual  papers,  was  never  implemented  as  such. 

Therefore  it  should  be  quite  clear  that  these  three  volumes  constitute  not  an 
endorsement  of  a proven  method  of  procedure,  but  merely  a contribution  toward  the 
resolution  of  the  contemporary  problem  of  health  care  delivery.  As  a record  of 
what  was  thought  and  what  was  done,  the  volumes  are  presented  in  the  spirit  of 
Polybius  (see  above).  Experience  has  amply  documented  that  other  groups  in  other 
settings  will  pursue  a similar  approach.  One  may  also  note  that,  generically,  the 
application  of  what  is  variously  called  systems  science  or  operations  research  to 
health  care  delivery  problems,  of  which  this  work  can  be  considered  an  example,  is 
widely  prevalent  (e.g.  7,8).  Coupled  to  this  should  be  the  caveats  that  systems 
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approaches  have  particular  problems  of  their  own;  and  that  definitive  evidence  that 
a systems  approach  to  health  care  is  superior  to  alternative  approaches  is  lacking, 
since  a sufficient  number  of  critical  experiments  comparing  different  methods  of 
health  care  delivery  have  not  been  carried  out.  Nevertheless,  those  who 
participated  in  the  work  of  the  project  remain  impressed  with  the  potential  of  the 
approach  it  embodied.  They  hope  that,  by  making  the  project's  experience  more 
readily  available,  others  may  be  enabled  to  build  upon  its  strengths,  and  to  avoid  its 
errors. 

In  addition  to  the  authors,  some  two  dozen  staff  of  the  Clinical  Institute  were 
directly  involved  in  the  operations  of  the  three  pilot  phases  of  the  project.  Many 
more  staff  were  less  directly  involved.  Without  the  active  assistance  of  all  of  these 
people,  the  work  which  resulted  in  these  three  volumes  could  not  have  gone  forward. 
A particular  acknowledgement  is  due  to  Dr.  James  G.  Rankin,  who  was  Director  of 
the  Clinical  Institute  throughout  the  life  of  the  project.  Innovations  always  require 
energetic  support  from  the  apex  of  authority.  This  he  unstintingly  provided. 

Frederick  B.  Glaser,  M.D.,  F.R.C.P.(C) 
Formerly  Project  Director 
Core-Shell  Treatment  System  Project 
November,  1983. 
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IMPLEMENTATION  OF  THE  SYSTEM 


Chapter  One 


TESTIMONY  BEFORE  THE  SUBCOMMITTEE  ON  ALCOHOLISM  AND  NARCOTICS 

OF  THE  UNITED  STATES  SENATE 
5 February,  1976 


by  Frederick  B.  Glaser 


Senator  Hathaway,  Members  of  the  Subcommittee,  and  Ladies  and  Gentlemen: 

My  name  is  Frederick  B.  Glaser.  I am  an  American  physician  currently 
working  at  the  Addiction  Research  Foundation  in  Toronto,  Canada,  where  I am  Head 
of  Psychiatry  in  the  Foundation's  Clinical  Institute,  and  Professor  of  Psychiatry  at 
The  University  of  Toronto.  The  Addiction  Research  Foundation  was  established  in 
1949  to  assist  the  Government  of  Ontario  in  coming  to  grips  with  the  problems  of 
alcoholism  and  narcotic  addiction.  After  more  than  25  years  of  service,  the 
Foundation  has  grown  to  a total  personnel  complement  of  750  individuals  working  at 
our  Toronto  headquarters,  at  eight  other  facilities  in  Toronto,  and  at  thirty-six 
regional  offices  throughout  the  Province.  Our  total  annual  operating  budget  is  now 
$16  million. 

Throughout  the  years  of  its  operation,  the  Foundation  has  mounted  a 
programme  of  research,  education,  training  and  service  which  has  earned  it 
international  renown  in  the  field  of  the  addictions.  Various  activities  of  the 
Foundation  have  touched  upon  virtually  every  aspect  of  drug  and  alcohol  abuse. 
However,  I have  come  here  today  to  testify  primarily  on  the  planning  and  evaluation 
of  alcoholism  services.  The  principal  points  which  I shall  make  will  have  to  do  with 
the  so-called  alcoholism  treatment  system.  I shall  testify  that  in  fact  an  alcoholism 
treatment  system  does  not  exist;  that  there  is  a desperate  need  for  an  alcoholism 
treatment  system;  that  it  is  possible  to  construct  such  a system;  and  that  the 
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responsibility  of  the  government  properly  ought  to  be  to  bring  a treatment  system 
into  existence.  My  plea  is  that  this  distinguished  Subcommittee,  as  the  group  which 
is  primarily  responsible  for  providing  congressional  leadership  in  the  area  of  the 
addictions,  will  take  all  necessary  steps  to  assure  that  this  occurs. 


It  may  come  as  a surprise  to  some  to  hear  me  say  that  there  is  no  treatment 
system  in  the  alcoholism  field.  After  all,  we  are  accustomed  to  speaking  of  the 
alcoholism  treatment  system.  One  finds  this  usage  of  the  word  everywhere;  I 
daresay  it  has  even  occurred  in  these  hearings.  Well,  it  would  be  amusing  if  talking 
about  something  as  though  it  existed  were  enough  to  bring  it  bring  it  about,  but  of 
course  this  is  not  the  case.  We  must  distinguish  clearly  between  what  we  may  be 
accustomed  to  talking  about  and  what  actually  exists.  Dr.  Samuel  Johnson,  that 
fascinating  and  eloquent  man  who  produced  a famous  distionary  of  the  English 
language,  made  this  distinction  to  his  lawyer,  friend  and  biographer,  James  Boswell: 


My  dear  friend,  clear  your  mind  of  cant.  You  may  talk  as  other 
people  do:  you  may  say  to  a man,  "Sir,  I am  your  most  humble 
servant."  You  are  not  his  most  humble  servant.  You  may  say, 
"These  are  bad  times;  it  is  a melancholy  thing  to  be  reserved  to 
such  times."  You  don't  mind  the  times.  You  tell  a man,  "I  am 
sorry  you  had  such  bad  weather  the  last  day  of  your  journey,  and 
were  so  much  wet."  You  don't  care  six-pence  whether  he  is  wet 
or  dry.  You  may  talk  in  this  manner;  it  is  a mode  of  talking  in 
society:  but  don't  think  foolishly.  (1) 


In  Dr.  Johnson's  terms,  we  may  speak  of  a treatment  system  so  long  as  we 
realize  that  we  are  speaking  conventionally  and  so  long  as,  in  our  more  reflective 
moments,  we  consider  carefully  what  we  mean.  And  even  a moment's  reflection  by 
anyone  familiar  with  alcoholism  treatment  will  result  in  the  recognition  that  no 
treatment  system  exists.  The  Oxford  English  Dictionary,  the  most  distinguished 
modern  representative  of  Dr.  Johnson's  field  of  effort,  defines  a system  as  "a  set  or 
assemblage  of  things  connected,  associated,  or  interdependent,  so  as  to  form  a 
complex  unity;  a whole  composed  of  parts  in  orderly  arrangement  according  to  some 
scheme  or  plan;  rarely  applied  to  a simple  or  small  assemblage  of  things  (nearly  = 
'group'  or  'set')  (2).  In  alcoholism  we  certainly  don't  have  anything  like  this.  We 
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don't  even  have  a group  or  set.  What  we  have  is  a large  number  of  programmes 
operating  in  splendid  isolation  from  one  another,  having  been  set  up  according  to  no 
plan  but  rather  having,  like  Topsy,  "just  growed."  These  programmes  are  not 
interconnected  in  any  way  and  in  many  instances  neither  know  nor  care  about  the 
existence  of  other  programmes  in  the  same  community.  They  try  to  be  all  things  to 
all  persons  with  problems  relating  to  alcohol  and  do  not  succeed;  and  it  would  not  be 
reasonable  to  expect  them  to  succeed.  In  a word,  there  may  be  treatment 
programmes,  but  there  is  no  treatment  system. 

Fourtunately,  you  do  not  have  to  take  my  unsupported  word  for  this.  A great 
deal  of  specific  evidence  for  it  has  been  developed.  Two  recent  and  general  reviews 
of  the  entire  matter  of  alcoholism  treatment  have,  for  example,  come  to  this 
conclusion  (3,4).  To  provide  an  illustration  of  the  type  of  data  which  these  reviews 
contain  and  the  conclusions  which  they  reach:  E.  Mansell  Pattison  reports  that, 
among  600  patients,  "in  not  one  instance  was  a treatment  facility  found  that 
referred  the  alcoholic  to  another  treatment  facility  as  a more  appropriate  match" 
(3,  p.  640).  He  concluded  that  "we  must  move  beyond  individual  programmes  and 
look  at  the  rehabilitation  of  the  alcoholic  as  a social  system  problem"  (3,  p.  589). 
Certainly  his  findings  militate  against  the  reality  of  any  system  which  is  "connected, 
associated,  or  interdependent,"  any  "complex  unity."  Nor  is  it  necessary  to  depend 
upon  such  general  reviews  for  evidence  of  the  absence  of  a system.  Specific  studies 
have  been  made  of  the  overall  treatment  effort  in  given  jurisdictions,  such  as  North 
Carolina,  Alaska,  Pennsylvania,  and,  most  recently,  the  Province  of  Ontario;  the 
findings  have  been  the  same  (5-8).  The  Pennsylvania  study  showed,  for  example, 
that  there  was  no  relationship  between  the  incidence  of  alcoholism  and  the  location 
of  treatment  programmes  (7,  Chapter  5,  Table  8);  that  only  4 of  the  80  programmes 
visited  could  provide  more  than  a single  treatment  plan  for  their  clients,  and  that 
more  than  70%  of  all  programmes  were  of  a single  type  (7,  Chapter  4,  Table  4);  and 
that  only  slightly  more  than  one  quarter  of  all  programmes  were  of  above  average 
quality  (7,  Chapter  10,  Table  1),  without  any  mechanism  existing  for  the  detection 
and  improvement  of  problems  in  programme  quality  or  even  for  the  detection  of 
non-programmes  (9).  It  should  be  added  that  these  data  preceded  the  effective 
intervention  of  the  Governor's  Council,  the  single  state  agency  in  Pennsylvania.  The 
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Council  has  made  great  strides  in  dealing  with  these  and  related  problems;  the  point 
is,  however,  that  such  problems  will  not  simply  go  away  and  that  they  require  just 
such  a vigorous  effort  for  their  correction.  Finally,  it  is  worthwhile  noting  that  in 
its  admirable  Second  Special  Report  on  Alcohol  and  Health,  the  leadership  of  NIAAA 
took  some  cognizance  of  the  need  for  a systematic  approach  (10,  Chapter  VII), 
terming  it  a "trend."  However,  if  these  data  are  correct,  and  in  aggregate  they 
appear  to  be  all  but  overwhelming,  that  "trend"  had  best  be  accelerated  by  all 
feasible  means  into  a "movement". 

These  statements  imply,  and  indeed  the  data  presented  above  also  indicates, 
that  there  is  a need  for  a system.  It  is  unfortunately  true  that  "systems  analysis" 
has  become  a catch  phrase  and  that  proponents  of  a systems  approach  are  often 
accused  of  being  fashionable  and  overzealous,  of  seeing  a need  for  a system  under 
all  circumstances.  But  is  is  possible  to  look  quite  logically  at  when  a system  is 
needed  and  when  it  is  not  needed.  It  is  certainly  not  always  needed. 

Basically,  whether  or  not  a system  is  needed  depends  on  the  task 
characteristics  (whether  the  task  is  simple  or  complex)  and  the  demand 
characteristics  (whether  demand  is  at  a low  level  or  a high  level).  When  the  task  is 
a simple  one  and  demand  is  at  a low  level,  an  unaided  individual  worker  on  his  own 
will  probably  suffice;  one  thinks  of  such  simple  examples  as  stacking  wood.  Even  if 
the  demand  for  a simple  task  is  a high  output  demand,  an  individual  worker  with  the 
aid  of  a tool  will  usually  do;  I think  here  of  my  mother  cutting  hundreds  of  cookies 
with  a cookie-cutter.  If  the  task  is  complex  it  may  still  be  handled  by  an  individual 
worker  provided  the  output  demands  are  not  high.  This  is  the  realm  of  the 
craftsman,  who  may  also  be  aided  by  a machine,  but  who  with  its  assistance  can 
produce  complex  work  at  a low  level  of  output.  When  one  comes,  however,  to  a 
complex  task  with  high  output  demands,  one  comes  to  the  realm  of  the  system.  It  is 
difficult  to  see  how  any  work  with  these  task  and  demand  characteristics  can  be 
successfully  performed  by  anything  less  than  a system.  In  addition  to  individual 
workers  (more  than  one)  and  the  assistance  of  machines,  a system  also  requires 
division  of  labour.  Division  of  labour  is  the  essential  characteristic  of  a system;  it 
means  that  one  worker  or  one  group  of  workers  performs  a single  function,  and  then 
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another  group  performs  another  function,  and  that  this  is  done  in  sequence  until  the 
complex  task  is  completed.  It  is  because  no  one  of  these  tasks  stands  alone  that  the 
system  is  connected,  associated  and  interdependent  — it  has  to  be  if  the  job  is  to  be 
done.  Treatment  --  and  this  is  the  point  of  the  argument  — is  a complex  task.  At 
the  present  time  a high  level  of  output  is  being  demanded  of  it;  there  are  many 
individuals  who  need  treatment,  or  for  whom  the  question  of  treatment  must  be 
given  serious  consideration.  Therefore  a treatment  system  — an  organization  of 
elements  which  conforms  to  the  principle  of  division  of  labour  — is  required. 

This  is  also  apparent  if  one  looks  at  what  is  being  demanded,  as  well  as  how 
much.  Any  structure  which  purports  to  provide  treatment  must  provide  all  basic 
treatment  functions,  which  we  take  to  be  primary  care,  assessment,  definitive 
intervention,  and  research.  Moreover  it  must  provide  these  functions  in  a manner 
which  is  effective,  efficient,  comprehensive,  flexible,  and  accountable. 
Unfortunately,  at  the  present  time,  these  necessary  but  heavy  demands  are  being 
made  independently  for  every  single  solitary  treatment  programme.  It  is 
unimaginable  that  every  programme  should  be  able  to  meet  such  demands.  Even  if 
the  necessary  funding  were  available,  the  manpower  required  to  provide  all  these 
functions  in  every  single  programme  simply  does  not  exist.  And  even  if  it  could  be 
trained  into  being,  the  waste  involved  in  such  replication  of  effort  would  be  colossal. 
It  would  be  as  if  the  automobile  industry  were  located,  not  in  large  plants,  but  in 
individual,  small  garages,  every  one  of  which  would  have  to  possess  all  of  the 
machines  and  individuals  required  to  produce  a car.  Yet  it  is  just  such  a nonsensical 
arrangement  that  we  appear  to  be  headed  for  in  alcoholism  treatment,  absent  some 
active  leadership  in  the  field. 

No,  it  is  clear  that  it  is  not  reasonable  to  make  all  of  these  demands  of 
individual  programmes.  They  are  demands  which  might  properly  be  made  of  the 
treatment  system  as  a whole,  supposing  such  a system  could  be  brought  into 
existence.  All  of  the  functions  are  essential,  and  all  of  the  demands  for 
effectiveness,  efficiency,  comprehensiveness,  flexibility  and  accountability  are 
reasonable  and  proper  when  applied  at  the  systems  level.  But  they  are  not 
appropriate  at  the  level  of  the  individual  programmes.  Let  us  face  facts. 
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Treatment  programmes  are  to  treat.  That  is  what  they  like  to  do.  That  is  what 
they  want  to  do.  That  is  what  they  do  best.  That  is  what  we  need  them  to  do.  We 
cannot  tolerate  the  situation  which  currently  exists,  in  which  we  are  demanding  that 
our  treatment  personnel  fill  out  forms  of  ungodly  length,  conduct  research  of  a type 
which  they  were  never  trained  to  conduct,  and  bother  with  the  intricacies  of  cost 
accounting.  There  is  no  question  that  the  demands  need  to  be  met.  But  not  by  the 
therapists.  A system  must  be  constructed  so  that  these  demands  fall  where  they 
properly  ought  to,  and  not  on  the  shoulders  of  people  who  are  already  overburdened 
by  their  clinical  responsibilities.  Only  the  construction  of  a true  treatment  system 
can  resolve  this  problem. 

We  believe  that  the  construction  of  such  a system  is  possible.  Not  only  do  we 
believe  it  is  possible,  but  we  view  it  as  essential;  we  do  not  see  how  modern 
treatment  can  be  carried  out  in  any  other  way.  Therefore,  at  the  Addiction 
Research  Foundation,  we  are  doing  it.  We  have  adopted  one  possible  treatment 
system  model.  This  model  is  called  the  core-shell  treatment  system  model.  It  is  a 
current  adaptation  of  a model  which  has  been  repeatedly  proposed  in  the  past 
(7,11,12).  I would  like  to  explain  it  to  you  very  briefly;  further  and  more  explicit 
written  materials  on  its  general  properties  and  specific  aspects  are  available  (13- 
13). 


In  this  model,  there  are  two  basic  components,  the  core  programme  and  the 
shell  programme.  Basically,  the  core  programme  performs  those  three  of  the  four 
basic  functions  of  a treatment  system  which  apply  to  every  patient  entering 
treatment:  primary  care,  assessment,  and  research.  In  essence,  the  establishment 
of  a core  programme  requires  setting  up  a new  programme,  although  (as  we  have 
found  in  the  Clinical  Institute)  many  of  these  functions  are  already  being  attempted 
in  existing  'programmes,  and  their  centralization  in  a core  programme  can  be 
effected  in  large  measure  by  reassignment  of  personnel.  In  this  sense  the  core-shell 
model  is  simply  another  (and  we  believe  a more  reasonable)  way  to  slice  the  pie. 
The  shell  programme  consists  of  the  universe  of  treatment  programmes,  functioning 
in  many  respects  as  they  do  at  present  in  terms  of  their  treatment  strategies,  but 
with  all  of  their  other  functions  delegated  to  the  core  programme.  These 
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programmes  perform  only  the  function  of  definitive  intervention.  The  core  and  the 
shell  relate  actively  to  each  other;  they  resonate,  you  might  say,  by  analogy  with 
atomic  physics.  But  they  are  different,  both  structurally  and  functionally.  This  fact 
allows  for  much  greater  flexibility. 

Let  us  briefly  follow  a hypothetical  patient  through  this  treatment  system. 
Initial  contact  with  the  system  is  always  through  the  core  programme;  that  is,  the 
system  is  a limited  access  system.  There  is  no  direct  admission  to  definitive 
treatment  programmes.  The  reason  is  simple:  until  a person  has  been  carefully 
assessed  by  a team  which  is  especially  set  up  to  do  so  and  is  independent  of  the 
treatment  units  and  their  strong  ideologies,  a rational  decision  about  which  specific 
kind  of  intervention  is  needed  for  a given  patienL  is  not  possible.  As  Pattison  (q.v. 
sup.)  noted,  programmes  are  unlikely  to  made  such  a decision;  they  never  cross- 
refer.  They  usually  offer  the  patient  what  is  called  by  the  English  a Hobson's 
choice:  that  or  none;  either  our  treatment  or  no  treatment  at  all.  This  is 

understandable  in  terms  of  their  belief  systems,  but  is  unrealistic  in  terms  of  the 
needs  of  most  patients.  On  the  other  hand,  admission  to  a core  programme  with 
careful  assessment  and  a subsequent  attempt  to  assign  a given  patient  to  that  shell 
programme  (or  combination  of  programmes,  or  sequences  of  programmes)  which  is 
most  likely  to  meet  his  unique  needs,  is  a manoeuver  which  is  not  only  possible  but 
very  likely  to  increase  the  effectiveness  and  efficiency  of  the  system.  In  this  way, 
more  people  will  receive  what  they  need,  which  is  after  all  what  is  required.  From 
theoretical  considerations  it  is  possible  to  calculate  that  such  an  arrangement  for 
matching  patients  and  programme  may  triple  the  efficiency  of  treatment  (13). 

When  the  individual  contacts  the  treatment  system  through  the  core 
programme,  he  contacts  the  primary  care  module.  Here  he  is  immediately  assigned 
to  one  primary  care  person  whose  task  it  is  to  facilitate  his  passage  through  the 
entire  treatment  system,  and  who  bears  the  responsibility  for  seeing  to  it  that  this 
particular  individual  receives  what  he  needs,  given  the  total  resources  of  the  entire 
system.  Treatment  in  many  areas  fails  to  provide  such  a function;  there  has  been 
particular  comment  on  a lack  of  primary  care  in  the  medical  sphere  (e.g.  16)  where 
it  is  viewed  as  being  essential.  Our  point  is  that  it  is  no  less  essential  in  the  area  of 
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addiction  treatment.  Previous  experience  of  the  Foundation  in  providing  care  in  its 
regional  programmes  suggests  that  this  sort  of  arrangement  markedly  diminishes 
demands  on  the  treatment  system. 

After  first  establishing  contact  with  his  primary  care  person,  the  patient  then 
enters  the  assessment  module.  This  module  provides  a rapid  and  comprehensive 
assessment  of  every  individual  who  is  a potential  candidate  for  definitive 
intervention.  Obviously  not  every  candidate  requires  definitive  intervention,  and  of 
those  who  do,  different  individuals  will  require  different  interventions.  The 
assessment  module  is  geared  to  make  such  determinations.  It  will  eventually  be  set 
up  on-line  to  the  computer,  so  that  a large  quantity  of  data  may  be  gathered  in  a 
brief  period  of  time,  scored,  and  synthesized  in'  an  intelligible  and  permanent 
record.  No  fewer  than  ten  separate  areas  of  assessment  are  contemplated: 
medical,  historical,  drug  experiential,  attitudinal,  social  interactional,  vocational 
and  recreational,  physiological  and  psychophysiological,  psychological, 
pharmacological,  and  whatever  other  areas  are  promising  according  to  recent 
research  data. 

Here,  then,  is  a place  where  all  necessary  data  can  be  gathered  on  each 
patient;  gathered  in  an  efficient  manner  by  people  trained  to  gather  data  and 
devoted  solely  to  the  gathering  of  data.  Hence  data  that  is  reliable  and  valid  can  be 
achieved.  At  the  end  of  this  process,  with  the  assistance  both  of  the  computer  and 
of  the  clinical  skills  of  our  most  experienced  people,  a unique  treatment  plan  will  be 
formulated  for  each  person.  Not  every  patient  will  be  seen  upon  so  careful  an 
assessment  to  require  the  use  of  the  definitive  intervention  programmes,  our  most 
expensive  resource.  Rather,  we  anticipate  that  there  will  be  many  individuals  for 
whom  primary  care  will  suffice.  In  this  way  our  most  costly  resource  will  be 
shielded  from  immoderate  use.  On  the  other  hand,  we  will  have  some  assurance  that 
when  an  individual  is  assigned  to  a given  shell  programme,  the  probability  will  be 
high  that  he  will  benefit  from  that  programme.  The  matter  will  not  be  left  to 
chance.  It  appears  from  existing  experience  that  the  selection  of  admissions  to 
most  treatment  programmes  is  due  to  chance  factors  (such  as  their  geographic 
location,  and  particularly  their  relationship  to  routes  of  public  transportation)  rather 
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than  to  a rational  consideration  of  what  the  programmes  provide  and  what  the 
patient  needs  (see,  inter  alia , 7 and  11).  We  cannot  afford  to  take  this  route.  Not 
only  are  the  results  unlikely  to  be  better  than  chance,  but  large  sums  of  public 
money  will  be  consumed  ineffectively. 

The  research  module  of  the  core  programme  is  designed  to  assist  powerfully  in 
the  task  of  assignment.  At  periodic  intervals  it  will  conduct  follow-up  studies  on 
cohorts  of  patients  entering  the  treatment  system.  It  will  determine  what  the 
outcome  of  treatment  is  for  all  of  these  patients.  This  will  not  be  done  on  a one- 
shot  basis,  as  is  currently  the  case.  Rather,  it  will  be  done  continually  and 
longitudinally.  And  it  will  not  merely  be  published  in  an  esoteric  journal  for  the 
delectation  of  other  academics  and  the  professional  advancement  of  the 
researchers.  Rather,  it  will  play  a determining  role  in  the  functioning  of  the 
treatment  system.  Assisted  by  all  of  the  data  gathered  in  the  assessment  module, 
and  helped  in  locating  patients  by  the  fact  that  most  of  them  will  still  be  in  contact 
with  their  primary  care  personnel,  the  research  module  will  discover  what  kinds  of 
patients  are  currently  doing  best  in  what  kinds  of  programmes.  Then,  because  the 
model  has  the  structural  property  of  limited  and  controlled  assess  to  treatment,  the 
referral  patterns  from  the  core  programme  to  shell  programmes  can  be  changed  in 
accordance  with  the  research  findings.  People  can  be  assigned  to  those  programmes 
which  the  outcome  studies  have  indicated  provide  them  with  the  best  chance  for  a 
good  result.  In  this  way  the  efficacy  of  the  entire  system  can  be  consistently 
improved.  Indeed,  this  feedback  of  research  data  into  the  assignment  process  makes 
the  treatment  system  dynamic.  It  means  that  the  system  is  self-correcting,  that  it 
automatically  adjusts  itself  to  accommodate  such  things  as  changes  in  the  kinds  of 
persons  entering  treatment,  changes  in  the  different  intervention  units  in  the  shell 
programme,  and  so  forth.  In  many  ways,  this  is  the  most  exciting  aspect  of  the 
whole  system.  It  makes  a living,  dynamic,  interactive  entity  of  what  is  usually  a 
rigid,  inflexible  structure.  It  provides  us  with  treatment  possiblilities  complex 
enough  to  match  the  complexities  of  the  problem. 

This  is  necessarily  a brief  description  of  what  we  are  about  at  the  Addiction 
Research  Foundation.  But  even  within  this  space  you  can  see  that  the  core-shell 
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treatment  system  model  provides  primary  care,  assessment,  research  and  definitive 
intervention.  It  does  this  very  simply,  utilizing  the  classical  technique  of  division  of 
labour,  by  assigning  each  of  these  critical  functions  to  a specific  group  of  people. 
And  I think  you  can  see  that  such  a system  will  be:  effective  (in  that  it  will  treat  an 
increasingly  greater  proportion  of  people  with  success);  efficient  (in  that  it  contains 
a mechanism  for  getting  the  right  people  to  the  right  treatment);  comprehensive  (in 
that  there  is  no  limit  to  either  the  number  or  the  kinds  of  programmes  which  can  be 
located  in  the  shell,  or  to  the  permutations  and  combinations  in  which  they  can  be 
used);  flexible  (in  that  the  referral  patterns  can  be  altered  at  any  time);  and 
accountable  (in  that  all  necessary  data  can  be  derived).  In  a word,  the  core-shell 
model  has  the  potential  for  meeting  all  of  the  necessary  demands  placed  upon  a 
treatment  system. 

It  is  almost  certainly  not  the  only  way  to  construct  a treatment  system.  In  the 
nature  of  things,  there  must  be  other  ways.  But  it  is  one  way.  And  it  also  provides 
a useful  way  of  looking  at  what  perhaps  the  activities  of  government  in  the 
addiction  treatment  area  ought  to  be.  Let  us  discuss  this  briefly.  Because  of  the 
many  demands  which  it  has  made  upon  programmes,  I am  afraid  that  government  is 
looked  upon  as  a necessary  evil  in  the  treatment  field  today.  It  may  provide  the 
required  funding;  but  in  return,  government  makes  such  heavy  demands  upon 
individual  programmes  that  they  can  scarcely  carry  out  their  principle  function  of 
treatment.  As  I have  indicated,  these  demands  are  understandable  and  realistic,  but 
not  in  terms  of  individual  programmes.  They  are  understandable  and  realistic  only 
in  terms  of  treatment  systems. 

If  the  government  took  it  as  its  task  to  develop  treatment  systems  rather  than 
individual,  unconnected  treatment  programmes , things  would  be  quite  different. 
First,  government  would  stand  a chance  of  seeing  its  demands  met,  rather  than 
being  grudgingly  complied  with  at  great  cost  and  under  duress.  Second,  it  would  be 
providing  a supportive  substrate  within  which  each  of  the  existing  programmes 
which  have  been  so  laboriously  built  up  over  the  years  would  function  much  better. 
For  each  programme  would  be  freed  from  many  necessary  but  onerous  tasks  to  do 
what  it  hopefully  does  best:  treat  people.  To  use  a popular  word,  this  plan  would 
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make  the  government  the  purveyor  of  a supportive  ecology  within  which  all 
programmes  would  function  optimally  (17).  It  is  therefore  our  recommendation  that 
the  government,  under  your  leadership,  change  the  thrust  of  its  efforts,  that  it  cease 
the  endless  proliferation  of  individual  and  entrepreneurial  programmes  operating  in 
splendid  isolation;  and  that  it  give  urgent  attention  to  the  development  of  treatment 
systems.  It  seems  to  us  at  Addiction  Research  Foundation,  and  to  many  other 
workers  in  the  field,  that  this  is  the  only  way  in  which  the  demands  of  the  future  can 
be  met. 
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Chapter  Two 


AN  OVERVIEW  OF  THE  CORE -SHELL  TREATMENT  SYSTEM 


by  Harvey  A.  Skinner 


INTRODUCTION 

System:  A set  or  assemblage  of  things  connected,  associated  or 
interdependent,  so  as  to  form  a complex  unity;  a whole  composed 
of  parts  in  orderly  arrangement  according  to  some  scheme  or 
plan;  rarely  applied  to  a simple  or  small  assemblage  of  things 
(nearly  = 'group1  or  'set'). 

—The  Oxford  English  Dictionary 

The  Clinical  Institute  of  the  Addiction  Research  Foundation  is  engaged  in 
planning  the  reorganization  of  its  treatment  services  into  a new  health  care  delivery 
system.  This  work,  called  the  Core-Shell  Project,  has  been  under  way  for  some 
time.  Staff  of  the  project,  working  in  conjunction  with  the  Executive  Committee  of 
the  Clinical  Institute,  have  developed  a flowchart  of  the  proposed  treatment  system 
and  an  accompanying  narrative.  Both  flowchart  and  narrative  are  presented  herein 
as  the  initial  publication  in  substudy  form  of  the  Core-Shell  Project. 

It  must  be  emphasized  that  this  formulation  of  the  functional  relationships  of 
the  proposed  treatment  system  is  tentative.  During  the  course  of  its  development 
the  system  has  undergone  considerable  change.  It  is  markedly  different  from  the 
form  in  which  it  was  originally  proposed,  to  be  utilized  in  the  linkage  of  treatment 
services  in  the  Commonwealth  of  Pennsylvania  and  elsewhere  (1-3).  Part  of  the 
change  has  been  due  to  a focus  upon  the  internal  treatment  services  of  the  Clinical 
Insitute.  But  a larger  portion  is  due  to  the  continued  sifting  and  winnowing  of  the 
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OVERVIEW  of  the  CORE-SHELL  SYSTEM 


concepts  at  the  hands  of  the  many  individuals  who  have  helped  with  the  task.  It  is 
expected  that  the  process  of  change  will  continue  in  the  future.  However,  a 
presentation  of  the  current  status  of  the  system  seems  warranted.  Among  other 
things,  it  will  broaden  the  basis  of  comment  and  lead  to  further  refinements. 

At  the  present  time,  the  Core-Shell  treatment  system  is  in  a process  of  active 
development.  The  first  phase  of  pilot  testing,  concentrating  mainly  upon  increased 
understanding  of  the  basic  processes  of  primary  care  and  assessment,  has  been 
completed.  Data  gathered  in  the  first  phase  will  be  analyzed  and  used  in  the 
planning  of  Phase  II,  which  is  designed  to  focus  upon  the  critical  linkages  between 
the  many  parts  of  the  treatment  system,  and  to  learn  what  must  be  known  about 
facilitating  flow.  A classic  problem  of  systems  is  the  bottleneck.  Attention  given 
to  linkages  and  flow  during  the  planning  phase  will  diminish  the  probability  of 
bottlenecks  occurring  in  the  future.  Should  an  analysis  of  the  additional  data 
produced  by  Phase  II  of  the  pilot  test  indicate  that  the  project  is  both  feasible  and 
desirable,  the  system  may  be  implemented  on  a large  scale  throughout  the  Clinical 
Institute. 


NARRATIVE 

The  accompanying  Figure  presents  a broad  overview  of  the  Core-Shell  System. 
This  Figure  is  meant  to  serve  as  a convenient  summary  of  the  more  important 
concepts.  As  experience  is  gained  through  the  series  of  pilot  studies  now  in 
progress,  this  overview  will  be  upgraded  to  reflect  current  thinking.  A fundamental 
assumption  underlying  the  present  conceptualization  is  that  of  making  access  to  a 
specific  interventiuon  contingent  upon  assessment.  All  patients  entering  the  system 
will  receive  ongoing  primary  care  as  the  basic  form  of  treatment.  However,  before 
a patient  may  be  assigned  to  a definitive  intervention,  the  patient  must  first 
complete  a comprehensive  assessment  which  indicates  that  this  intervention  is 
warranted.  (Note:  this  principle  has  been  sustained  following  review  by  the  ARF 
Ethics  Committee). 
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To  facilitate  clarity  of  presentation,  only  major  details  are  highlighted  in  this 
overview.  A complementary  set  of  flowcharts  is  being  developed  at  varying  levels 
of  specificity.  For  example,  one  series  will  document  information  requirements  and 
flow,  both  at  a systems  level  and  at  a micro  level  within  each  module.  Another  set 
of  figures  will  chart  patient  flow  at  various  stages  throughout  the  system.  This 
paper  presents  a general  discussion  of  patient  flow  and  functional  links  among  the 
modules. 

Preliminary  Stage 

The  patient  first  makes  contact  with  the  Clinical  Institute  (Box  A).  An 
immediate  consideration  is  the  potential  requirement  for  emergency  medical  and/or 
psychiatric  services  (Box  B).  If  necessary,  the  patient  will  receive  these  services  or 
detoxification  if  he  presents  in  an  inebriated  state  (Box  C).  A primary  care  worker 
would  normally  coordinate  this  immediate  care  function.  Once  this  initial  care  is 
given,  the  patient  then  rejoins  the  stream  of  patients  who  have  proceded  directly  to 
an  interview  with  the  primary  care  worker  (Box  D).  At  this  point,  the  patient  will 
be  given  a brief  orientation  to  services  offered  by  the  Clinical  Institute.  In  addition, 
the  primary  care  worker  will  assess  presenting  problems  and  background 
information.  Arrangements  will  be  made  as  required  for  the  patient  to  enter  the 
assessment  programme.  Note,  there  is  a possibility  that  a small  number  of  patients 
will  present  problems  that  are  clearly  inappropriate  for  the  Clinical  Institute  (Box 
E).  An  example  would  be  a patient  with  an  appointment  at  the  Clarke  Institute  of 
Psychiatry,  who  got  mixed  up  in  the  parking  garage  and  arrived  by  mistake  at  the 
Clinical  Institute.  Obviously,  this  patient  should  be  referred  back  to  the  Clarke. 
Explicit  guidelines  will  be  developed  by  the  Primary  Care  and  Research  Modules  to 
identify  such  inappropriate  problems.  When  in  doubt,  the  rule  will  be  to  continue 
contact  with  the  patient  and  conduct  a comprehensive  assessment. 

During  the  first  interview  (and  subsequent  appointments  if  required),  the 
primary  care  worker  conducts  a gross  screening  of  problem  areas  (Box  F).  Some 
patients  with  a history  of  drug  abuse  may  require  a stabilization  period  before  they 
are  able  to  enter  the  assessment  unit.  One  would  not  attempt  to  assess  an  individual 
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who  was  "stoned"  or  experiencing  withdrawal  symptoms.  Thus,  Box  G describes  a 
screening  for  narcotic  dependence,  including  the  antagonist  test  (Naloxone), 
urinalysis  and  behavioural  observations.  Patients  who  are  judged  dependent  will  be 
considered  for  temporary  methadone  support.  The  patient  will  be  explicitly 
informed  that  this  support  period  will  last  only  until  the  assessment  programme  (Box 
H)  is  completed.  Continuation  on  methadone  as  an  intervention  will  be  evaluated  at 
that  time  (Box  1). 

Another  group  of  patients  may,  for  one  reason  or  another,  refuse  to  enter  the 
assessment  programme  (Box  H).  These  patients  will  receive  ongoing  primary  care 
(depicted  by  the  "unwilling"  patient  flow  line  from  Box  F).  If  at  some  later  date  a 
patient  changes  his  mind,  he  will  be  given  full  opportunity  to  enter  the  assessment 
programme  (see  the  patient  flow  arrows  leading  to  Boxes  P and  N).  Data  from  the 
current  pilot  study  suggest  that  only  a small  percentage  of  patients  will  refuse 
assessment. 

In  review,  the  preliminary  stage  of  the  Core-Shell  System:  (1)  deals  with  a 
patient's  emergency  needs,  (2)  orients  the  patient  to  services  offered  by  the  Clinical 
Institute,  (3)  conducts  a gross  screening  of  problem  areas,  (4)  prepares  the  patient 
for  entry  to  the  assessment  programme,  which  may  entail  a detoxifiction  or  narcotic 
dependence  stabilization  period,  and  most  importantly,  (5)  offers  the  patient  ongoing 
one-to-one  contact  with  a primary  care  worker  who  will  provide  continuity  of  care 
between  services. 

Core  Programme 

The  Core  Programme  consists  of  three  interrelated  modules:  Assessment, 
Primary  Care,  and  Research.  Patients  enter  the  Assessment  Module  (Box  H),  which 
is  presently  conceptualized  as  a three  day  programme  involving  a medical 
examination,  interviews,  paper  and  pencil  tests,  psychoneurological  tests, 
behavioural  observations  and  group  sessions.  One  approach  is  to  have  all  individuals 
enter  the  Clinical  Institute  as  in-patients  for  the  three  day  period.  Another 
possibility  is  to  conduct  the  assessment  programme  solely  on  an  out-patient  basis.  A 
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third  altenative  involves  a compromise  where  the  assessment  unit  would  be  designed 
to  accommodate  both  in-patients  and  out-patients.  Certain  advantages  and 
limitations  may  be  adduced  for  each  approach.  However,  the  second  phase  of  pilot 
studies  should  yield  important  data  for  deciding  among  these  alternatives. 

As  well  as  providing  a comprehensive  assessment  of  the  individual,  an 
extensive  orientation  to  the  Clinical  Institute  will  be  given  during  the  assessment 
programme.  Primary  care  workers  (Box  K)  will  maintain  contact  with  individual 
patients.  Upon  completion  of  the  assessment  programme,  information  on  a patient 
will  be  input  to  the  assignment  model  (Box  I).  This  model  will  predict  which 
intervention,  or  sequence  of  interventions,  is  most  desirable  for  the  patient. 
Another  possibility  is  that  only  primary  care  is  indicated  at  this  time  as  the 
treatment  of  choice.  A third  alternative  is  assignment  to  a treatment  programme 
that  is  outside  of  the  Clinical  Insitute  (Box  L).  The  complete  assessment  profile  and 
results  from  the  assignment  model  will  be  reviewed  at  a small  conference. 
Organizational  variables  such  as  the  availability  of  space  in  an  intervention 
programme  will  be  considered.  This  brief  conference  will  involve  the  primary  care 
worker,  assessment  personnel  and  possibly  the  patient  himself.  A treatment  plan 
will  be  formulated  to  best  deal  with  the  patient's  problem  areas.  Guidelines  will  be 
developed  to  deal  with  an  instance  where  the  patient  strongly  disagrees  with  this 
treatment  plan. 

The  Research  Module  (Box  J)  has  the  primary  responsibility  for  developing  and 
continually  upgrading  the  assignment  model.  The  aim  is  to  optimize  opportunities 
for  treatment  success  through  a close  match  between  patients  and  approprate 
interventions.  Crucial  to  the  development  of  this  assignment  model  is  extensive 
feedback  in  the  form  of  (1)  outcome  evaluations  from  the  Shell  Programme,  as  well 
as  (2)  long  term  follow-up  information  from  the  Community.  These  functional  links 
are  depicted  as  criterion  data  in  the  Figure.  The  assignment  model  itself  (Box  I) 
may  take  the  form  of  a purely  actuarial  system,  or  involve  more  complex 
mathematical  models  based  upon  linear  prediction  systems  and/or  Bayesian 
statistics.  The  "best"  model  will  evolve  from  series  of  validation  studies  where 
assessment  information  is  related  to  treatment  outcome  and  community  follow-up. 
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A second  role  of  the  Research  Module  is  to  conduct  evaluation  studies  of  patient 
characteristics,  comparison  of  treatment  outcomes,  demographic  studies,  etc. 
These  studies  will  be  oriented  toward  basic  research  issues  in  the  field  of  addictions. 

The  Primary  Care  Module  (Box  K)  is  responsible  for  continuity  of  care  as  the 
patient  moves  through  the  system.  This  function  involves  counselling,  liaison, 
administrative  and  follow-up  activities.  In  a general  sense,  the  primary  care  worker 
serves  the  function  of  an  advocate  for  each  patient.  Besides  supplying  basic 
treatment  in  the  form  of  ongoing  one-to-one  care,  the  primary  care  worker  plays  a 
vital  role  in  (1)  orienting  the  patient  to  the  Core-Shell  System  (Box  D),  (2)  ensuring 
that  all  relevant  information  is  brought  to  bear  at  the  treatment  conference  (Box  I), 
and  (3)  maintaining  close  contact  with  the  patient  when  he  returns  to  the  community 
(Box  O).  Thus,  the  primary  care  worker  is  an  important  source  and  provider  of 
information  on  a particular  patient. 

Shell  Programme 

The  Shell  interventions  are  displayed  in  Box  M.  Examples  of  potential 
interventions  include:  methadone  maintenance,  relaxation  training,  life  skills 
programme,  controlled  drinking,  group  therapy,  etc.  Following  the  Assignment 
Model  of  Box  I,  the  patient  will  either  enter  an  intervention,  be  referred  to  a 
programme  outside  of  the  Clinical  Insititute  (Box  L),  or  receive  primary  care  only. 
Some  of  the  interventions  will  be  run  on  an  in-patient  basis  (e.g.  narcotic 
dependence  withdrawal).  However,  it  is  expected  that  most  of  the  interventions  will 
be  out-patient  oriented,  both  to  minimize  costs  and  to  offer  this  service  to  a wide 
range  of  patients.  If  concurrent  residential  placement  is  required,  it  can  be 
provided  in  one  of  several  settings.  Furthermore,  it  is  conceivable  that  patients 
may  receive  several  interventions,  either  simultaneously  or  in  sequence.  For 
example,  a patient  in  a methadone  maintenance  intervention  may  concurrently 
receive  family  counselling,  occupational  training,  etc.  Each  intervention  will  treat 
a circumscribed  problem  area,  and  will  be  responsible  in  cooperation  with  the 
Research  Module  for  evaluating  treatment  outcome  on  each  patient.  The  primary 


- 24  - 


care  worker  will  maintain  periodic  contact  with  the  patient  during  the  Shell 
Programme. 

Upon  completion  of  the  Shell  Programme  treatment  plan,  a decision  point  is 
entered  (Box  N)  where  the  patient  may  be  considered  for  other  interventions.  This 
option  gives  the  system  flexibility  in  dealing  with  the  current  status  of  each  patient. 
That  is,  some  patients  may  show  considerable  change  (either  in  a positive  or 
negative  direction)  from  the  time  of  their  assessment  (Boxes  H and  I)  that  suggests 
the  desirability  of  alternative  interventions.  Depending  upon  the  circumstances, 
these  individuals  may  undergo  partial  or  complete  reassessment,  or  they  may 
proceed  directly  to  the  assignment  model  (Box  P).  In  addition,  patients  who  are 
receiving  only  primary  care  will  be  given  an  opportunity  for  assessment  or 
reassessment  at  Box  P.  Thus,  these  decision  points  (Boxes  N and  P)  ensure  that  the 
Core-Shell  System  is  dynamic  and  self-correcting. 

Ultimately,  patients  will  terminate  direct  contact  with  the  Clinical  Institute, 
and  enter  the  Community  Follow-up  File.  The  primary  care  worker  will  contact 
each  patient  at  specified  intervals,  such  as  1 month,  3 months,  6 months  and  1 year 
post-treatment.  The  current  progress  of  each  patient  will  be  evaluated.  This 
information  is  a critical  link  for  establishing  the  degree  to  which  clinical  services 
offered  by  the  Core-Shell  System  have  long-term  benefit.  Because  of  the  centrality 
of  this  link  for  validating  the  system,  the  primary  care  workers  will  be  assisted  by 
the  Research  Module  and  requisite  personnei  for  tracking  each  patient. 

If,  at  some  later  date,  a patient  wishes  to  re-enter  the  Core-Shell  System,  this 
individual  would  proceed  to  Box  A.  Efforts  would  be  made  at  this  time  to  assign  this 
patient  to  his  previous  primary  care  worker. 

In  conclusion,  a key  feature  of  the  Core-Shell  System  is  the  built  in  mechanism 
for  self-correction  or  "boot-strapping."  As  more  patients  proceed  through  the 
system  and  feedback  information  is  gathered,  the  Core-Shell  System  may  be 
upgraded  through  successive  iterations.  This  dynamic  aspect  ensures  an  efficient 
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allocation  of  resources  for  the  principal  goal  of  providing  definitive  treatment  in  the 
area  of  addictions. 
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Chapter  Three 


AN  OVERVIEW  OF  PHASE  I 


by  Frederick  B.  Glaser 


The  Phase  I pilot  test  of  the  Core-Shell  treatment  system  represented  the 
initial  attempt  to  put  some  of  its  fundamental  principles  to  a practical  test.  When 
Phase  I began  on  25  October  1976,  six  of  the  basic  conceptual  papers  (1,  papers  I,  II, 
V,  VI,  VII,  and  VIII),  covering  all  aspects  of  the  proposed  system,  had  been  circulated 
and  discussed.  In  approximately  dune  1976  the  Executive  Committee  of  the  Clinical 
Institute  had  prepared  a document  entitled  "Sequence  for  Planning,  Development 
and  Implementation  of  Core-Shell  System,"  spelling  out  the  critical  path  which  was 
to  be  taken.  This  schematic  diagram  led  to  the  submission  of  proposals  in 
September.  Following  their  approval  the  basic  strategy  involved  in  the  phased  trials 
of  the  system  was  discussed  in  a bulletin  to  all  staff  of  the  Clinical  Institute  on  6 
October  1976.  With  respect  to  Phase  I,  the  bulletin  stated: 


...it  has  been  decided  that  the  basic  processes  involved  in  the 
Core-Shell  system  will  initially  be  tested  separately  and  with  as 
little  disruption  to  existing  functions  of  the  Clinical  Institute  as 
possible.  But  we  are  confident  that  a great  deal  of  information 
which  is  highly  relevant  to  our  further  progress  can  be  learned  in 
this  manner.  This  phase  of  implementation,  as  with  all  others, 
will  be  followed  by  a period  during  which  the  experience  will  be 
carefully  scrutinized  to  yield  everything  that  it  can  toward  future 
developments.  Until  this  scrutiny  is  completed  and  new  plans  are 
formulated  based  upon  what  has  been  learned,  nothing  further  will 
be  done.  This  general  process  of  careful  analysis  of  ongoing 
experience  and  its  utilization  in  subsequent  planning  will  be  a 
feature  of  each  stage  of  implementation  (2,  p.  2). 
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In  speaking  of  basic  processes,  the  bulletin  was  making  reference  to  the 
functional  analysis  of  treatment  underpinning  all  of  the  conceptual  work  of  the 
Core-Shell  system.  According  to  this  analysis,  there  were  four  basic  functions 
required  for  adequate  treatment:  primary  care,  assessment,  definitive  intervention 
(usually  referred  to  as  treatment,  and  occasionally  as  secondary  care),  and  research. 
Of  these  four  basic  functions,  one  (definitive  intervention)  was  generally  carried  out 
adequately  by  existing  treatment  programmes,  while  the  other  three  were  relatively 
neglected.  It  was  felt  that,  to  improve  the  delivery  of  services  to  clients,  a core 
programme  embodying  the  three  relatively  neglected  functions  should  be  added  to 
the  treatment  scene,  relating  to  treatment  programmes  in  such  a way  that  it  would 
not  only  provide  the  existing  functions  but  would  integrate  all  of  the  essential 
components  into  a smoothly-functioning  whole  providing  more  efficient  and 
effective  service  than  had  hitherto  been  possible.  (For  a more  detailed  discussion  of 
these  notions,  see  the  conceptual  papers  in  reference  1.) 

While  these  notions  seemed  logical  and  feasible,  it  was  immediately  apparent 
that  the  staff  of  the  Clinical  Institute  (as  well  as  the  drug  and  alcohol  treatment 
field  generally)  lacked  practical  experience  in  two  of  the  three  proposed  core 
programme  functions.  Some  research  on  treatment  had  been  done,  but  familiarity 
with  primary  care  and  assessment  on  a concrete  level  was  notably  lacking. 
Therefore  it  was  felt  essential  to  gain  some  actual  experience  with  primary  care  and 
assessment  before  proceeding  further.  The  essential  thrust  of  the  Phase  I pilot  test 
was  to  try  out  primary  care  and  assessment  as  separate  processes.  Subsequent 
phases  would  explore  their  functional  interrelationship,  contingent  upon  the 
successful  completion  of  the  first  phase. 

There  is  little  doubt  that  the  staff  of  the  system  had  confidence  in  their  view 
that  primary  care  and  assessment  were  both  necessary  and  possible.  Yet  many 
questions  could  only  be  answered  by  an  actual  trial.  For  example,  it  was  evident 
from  conceptual  considerations  that  the  primary  care  role  was  quite  different  in  its 
essence  from  other  roles  occupied  in  the  past  by  Clinical  Institute  staff.  Thus  it  was 
uncertain  whether  staff  could  move  into  the  new  role  effectively.  Even  if  they  did, 
would  it  be  possible  to  relate  closely  to  staff  continuing  to  occupy  the  more 
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traditional  roles?  Could  they  understand  and  relate  to  staff  who  were  functioning  in 
this  novel  manner? 

With  respect  to  assessment,  many  of  the  same  sorts  of  questions  remained 
unresolved.  Overriding  them  all,  however,  was  the  plain  question  of  feasibility.  It 
was  known  from  prior  research  efforts  in  the  Clinical  Institute  and  elsewhere  that 
the  testing  of  clients  on  various  parameters  was  a possibility.  But  such  testing  had 
in  the  past  been  carried  out  on  an  ad  hoc  basis,  for  specific  projects,  and  usually  on 
selected  groups  of  clients.  Was  it  possible  to  carry  out  reasonably  extensive  testing 
on  all  prospective  clients  of  the  Clinical  Institute  on  a regular  basis?  No  one  really 
knew  for  certain. 

Hence,  in  Phase  I,  two  groups  of  staff  were  set  to  work,  one  on  primary  care 
and  the  other  on  assessment.  During  the  eight  weeks  between  25  October  and  17 
December  1976,  the  primary  care  team  saw  148  clients,  while  the  assessment  team 
saw  245  clients.  The  reports  of  these  two  groups  comprise  the  Phase  I report.  Their 
conciusions  were  positive,  and  can  be  briefly  summarized.  Primary  care  proved  to 
be  an  understandable  and  acceptable  role  both  to  staff  personnel  and  to  the  clients 
with  whom  they  dealt.  Of  the  clients  who  were  approached  regarding  assessment, 
85%  of  the  sample  completed  all  of  the  tests  utilized,  suggesting  strongly  that 
assessment  was  a feasible  procedure. 

However,  such  summary  statements  do  not  do  justice  to  the  wealth  of  detail 
embedded  in  each  of  the  reports.  Those  who  are  interested  in  either  or  both 
functions  are  urged  to  study  the  following  material  in  toto.  While  many  aspects  of 
primary  care  and  assessment  have  been  further  elucidated  by  subsequent  test  phases 
(e.g.  3,  4)  some  of  the  basic  questions  raised  during  Phase  I await  further 
investigation.  Nevertheless,  this  initial  phase  established  a basis  from  which  further 
development  could  proceed  with  confidence. 

It  is  also  appropriate  to  note  that,  while  the  third  of  the  three  proposed 
functions  of  the  core  programme,  research,  was  not  explicitly  examined  in  Phase  I,  a 
reading  of  the  report  will  illustrate  that  by  implication  it  was  a central  component 
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of  everything  that  occurred.  Thus,  great  care  was  taken  to  quantify  various  aspects 
of  the  provision  of  primary  care;  the  demographic  characteristics  of  assessment 
clients  were  extensively  analyzed;  and  psychometric  evaluations  of  the  assessment 
instruments  were  undertaken  in  a thorough  manner.  Since  these  studies  were  crucial 
to  the  planning  of  the  future  of  the  system,  Phase  I also  illustrated  the  central 
importance  of  research  to  the  operations  of  the  treatment  system. 
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Chapter  Four 


AN  OVERVIEW  OF  PHASE  D 


by  Frederick  B.  Glaser 


A large  work  is  difficult,  because  it  is  large,  even  though  all  its 
parts  might  singly  be  performed  with  facility;  where  there  are 
many  things  to  be  done,  each  must  be  allowed  its  share  of  time 
and  labour,  in  the  proportion  only  which  it  bears  to  the  whole ; nor 
can  it  be  expected,  that  the  stones  which  form  the  dome  of  a 
temple,  should  be  sguared  and  polished  like  the  diamond  of  a ring. 

—Dr.  Samuel  Johnson;  Preface  to  his 
Dictionary  of  the  English  Language. 

To  date  the  Core-Shell  Treatment  System  has  passed  through  several 
developmental  stages.  In  the  initial  period,  project  staff  and  the  management  of  the 
Clinical  Institute  jointly  elaborated  the  theoretical  underpinnings  of  the  system, 
clarifying  and  enunciating  its  basic  concepts.  When  this  had  progressed  to  a certain 
point,  it  was  felt  that  further  progress  required  data  which  could  be  derived  only 
from  the  actual  trial  of  all  or  part  of  the  system.  Accordingly,  a series  of  pilot 
tests  were  begun. 

Phase  I of  the  pilot  test  of  the  system  occupied  an  eight-week  period  between 
October  25th  and  November  17th,  1976.  During  this  phase  the  components  of 
primary  care  and  assessment  were  examined  separately.  A total  of  148  clients  were 
seen  in  primary  care,  while  an  attempt  was  made  to  test  245  clients  in  assessment 
utilizing  a very  brief  battery.  The  results  of  Phase  I were  encouraging.  Professional 
staff  members  with  no  prior  experience  in  the  role  moved  readily  into  a primary 
care  relationship  with  clients,  which  appeared  to  be  distinctively  different  from 
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other  types  of  roles  and  to  secure  a high  degree  of  client  understanding  and 
involvement.  Experience  in  the  assessment  process  suggested  that  most  clients 
were  willing  to  be  assessed;  there  was  a high  proportion  of  completion  of  test 
instruments,  and  it  was  evident  that  the  assessment  was  taken  quite  seriously. 

Because  of  these  positive  results,  a second  phase  of  pilot  testing  was  planned 
and  implemented.  During  a ten-week  period  betweeen  March  18th  and  June  24th, 
1977,  an  intake  population  of  203  clients  was  processed  in  a small-scale  version  of 
the  Core-Shell  System  in  which  the  processes  of  primary  care  and  assessment  were 
articulated  with  each  other  and  with  shell  programmes  in  a manner  resembling  that 
projected  for  the  mature  system.  By  this  means  it  proved  possible  to  achieve 
several  major  goals,  as  specified  in  the  Phase  II  proposal.  In  the  series  of  detailed 
reports  which  comprise  the  bulk  of  the  Phase  II  report,  the  data  which  were  obtained 
and  their  implications  are  extensively  spelled  out.  The  purpose  of  this  initial  section 
is  to  provide  a broad  and  hopefully  integrated  overview  of  the  Phase  II  experience. 
A brief  section  will  be  devoted  to  each  of  its  major  goals.  It  will  be  seen  that,  as 
Dr.  Johnson  suggested,  much  has  been  accomplished,  and  much  remains  to  be  done. 

Operationalization  of  a Scale  Model  of  the  System 

Through  the  good  offices  of  the  management  of  the  Clinical  Institute,  space 
was  provided  for  the  project  on  the  first  floor  at  33  Russell  Street.  The  primary 
care  module  occupied  a geographically  integrated  portion  of  the  Outpatient  A area, 
while  offices  formerly  used  by  the  Narcotic  Dependence  Programme  and  Institute 
conference  rooms  were  utilized  by  the  assessment  module.  Additional  personnel 
were  made  available  largely  through  internal  transfer,  though  two  short-term 
external  contracts  were  also  let.  Among  the  many  important  functional 
arrangements  which  were  worked  out  were:  admission  procedures  for  persons  to  be 
assessed  on  an  inpatient  basis;  screening  and  temporary  maintenance  procedures  for 
narcotic-dependent  clients;  management  and  logistical  procedures  for  the  two-and- 
one-half-day  assessment  period;  the  mechanics  of  assignment  conferences;  detailed 
decision-trees  embodying  specific  admission  criteria  for  both  actual  and 
hypothetical  shell  treatment  programmes;  and  a much  more  sophisticated  client 
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information  system  encompassing  all  phases  of  contact  and  including  computer- 
generated assessment  print-outs  on  each  client. 

By  dint  of  these  and  many  other  arrangements,  of  extraordinarily  hard  work  on 
the  part  of  project  and  Institute  management  staff,  and  with  the  generally  strong 
cooperation  of  Institute  clinical  personnel,  it  did  prove  possible  to  create  a small 
working  model  which  resembled  the  Core-Shell  System  as  currently  conceptualized 
in  many  critical  ways.  The  subsidiary  but  important  goal  of  minimum  feasible 
disruption  of  ongoing  Institute  programmes  was  also  achieved.  However,  in  several 
critical  respects  what  was  operationalized  was  not  an  exact  miniature  version  of  the 
mature  system.  This  is  not  noted  pejoratively;  indeed,  it  would  have  been 
imprudent,  even  impossible,  to  have  gone  much  beyond  what  in  fact  was  done.  Still, 
it  is  important  to  bear  in  mind  that  certain  aspects  of  the  final  system  were  not 
tested  in  Phase  II. 

Thus  although  it  did  prove  to  be  both  feasible  and  desirable  to  assess  as  many 
as  sixteen  clients  per  week  in  two  separate  blocks,  it  now  appears  that  the  ultimate 
system  will  need  to  be  capable  of  assessing  fifty  clients  per  week  in  three  separate 
blocks.  It  had  been  anticipated  that,  when  the  Phase  II  apparatus  was  operating  at 
peak  capacity  (during  the  final  four  weeks),  it  would  completely  take  over  all 
Clinical  Institute  intake.  This  never  occurred,  since  the  intake  stream  was  much 
more  considerable  than  had  been  supposed.  A number  of  unforeseen  factors 
contributed  to  the  discrepancy,  including  both  a change  in  policy  which  deflected  a 
iarge  number  of  clients  to  the  Clinical  Institute  from  Metropolitan  Toronto  Regional 
Programmes  and  other  community  facilities,  and  what  was  probably  an  absolute 
increase  in  the  overall  numbers  of  Clinical  Institute  referrals  during  the  test  period, 
arising  from  unknown  causes. 

Beyond  this  must  be  mentioned  several  additional  aspects  of  the  mature 
system  which  were  not  present  during  Phase  II.  Shell  programmes  in  the  ultimate 
version  of  the  system  are  conceptualized  as  having  been  modularized,  that  is,  as 
having  undergone  a process  of  clarification  and  specification  well  beyond  what  was 
done  (and  what  was  possible)  during  Phase  II.  Nor  was  the  total  duration  of  Phase  II 
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sufficient  to  examine  fully  the  cogency  and  impact  of  shell  programme 
interventions.  While  a shell  programme  report  form  was  utilized,  many  clients  are 
still  in  treatment,  and  the  results  cannot  yet  be  fully  analyzed.  More  importantly, 
the  client  follow-up  apparatus,  which  is  the  critical  portion  of  the  feedback  loop  so 
essential  to  producing  optimal  results,  was  not  operationalized  in  any  way  in  Phase 
II.  Finally,  the  full  panoply  of  assistance  mechanisms  for  the  system  arising  from  a 
completely  automated  data  processing  system  was  not  available.  (At  the  same  time 
Phase  II  was  going  forward,  project  staff  facilitated  the  preparation  of  a detailed 
report  which,  if  implemented,  would  add  this  critical  component  to  the  system.) 

Nevertheless,  what  was  accomplished  during  Phase  II  in  terms  of  testing  the 
model  was  quite  considerable.  It  is  perhaps  ironic  that,  in  concentrating  upon  the 
production  of  specific  data  which  would  bear  upon  various  subcomponents  of  the 
system,  little  attention  was  paid  to  the  production  of  data  on  the  system  as  a whole. 
Perhaps  it  is  sufficient  to  note  that  a version  of  the  system  was  set  up  and  that  its 
operation  did  prove  to  be  feasible.  Moreover,  as  attested  to  both  by  staff  (during 
the  Phase  II  feed-back  sessions)  and  by  clients  (from  their  written  comments)  the 
system  proved  generally  acceptable.  No  serious  objections  were  raised,  and  indeed 
the  experience  as  a whole  seems  to  have  created  positive  expectations  and  a desire 
to  proceed  further.  In  the  hope  that  this  will  be  done,  specific  goals  of  the  Phase  II 
pilot  test  will  now  be  examined. 

Outpatient  Versus  Inpatient  Assessment 

As  a result  of  both  theoretical  considerations  and  of  observations  made  during 
Phase  I,  it  was  felt  that  the  assessment  procudure  might  best  be  done  on  an 
inpatient  basis.  However,  in  view  of  the  commitment  of  resources  which  routine 
inpatient  assessment  would  necessarily  involve,  it  was  deemed  essential  to  develop 
more  data  upon  which  to  base  a future  decision.  Accordingly,  all  clients  seen  during 
Phase  II  were  randomly  assigned  either  to  inpatient  or  to  outpatient  assessment,  and 
their  resultant  course  in  the  miniature  system  was  carefully  observed.  The  data 
gathered  strongly  support  inpatient  assessment  as  the  procedure  of  choice. 
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Perhaps  the  most  important  and  least  expected  finding  was  the  strong  appeal 
of  inpatient  assessment  to  clients.  Although  virtually  the  same  percentage  of 
clients  refused  assessment  whether  it  was  offered  on  an  inpatient  or  an  outpatient 
basis,  persons  offered  outpatient  assessment  were  twice  as  likely  to  fail  their 
appointments  as  persons  offered  inpatient  assessment.  Why  this  should  be  the  case 
is  unclear.  Certain  written  comments  and  many  informal  discussions  suggest  clients 
felt  that  the  system  "meant  business"  if  it  offered  its  resources  in  this  way.  There 
were  also  some  purely  practical  issues  involved,  such  as  absence  of  distraction 
during  the  assessment  process,  time  to  think  about  one's  responses,  and  the  omission 
of  much  travel  back  and  forth  to  the  Institute. 

Another  indication  of  the  advantages  of  inpatient  assessment  came  from  the 
attrition  data  from  assessment  itself.  This  was  far  less  than  had  been  anticipated; 
in  fact,  only  four  of  the  one  hundred  and  three  clients  who  sat  down  at  the  tables 
failed  to  complete  the  assessment  process,  a tribute  to  the  sensitivity  and  skill  of 
the  unit  staff  and  perhaps  also  to  the  compelling  nature  of  the  assessment  process. 
But  of  the  four  clients  who  failed  to  complete  the  process,  three  were  outpatients. 
Finally,  the  presence  of  assessment  clients  as  inpatients  would  greatly  facilitate 
such  matters  as  the  performance  of  physical  examinations  and  other  medical 
procedures,  the  use  of  time-consuming  assessment  measures  such  as 
psychodiagnostic  interviewing  and  physiological  testing  with  ethanol,  and 
participation  by  clients  in  the  projected  didactic  programmes. 

While  a certain  level  of  outpatient  assessment  will  probably  always  be 
necessary  to  accommodate  clients  who  cannot  or  will  not  enter  for  assessment,  this 
data  strongly  suggests  that  principal  reliance  should  be  placed  upon  inpatient 
assessment.  The  favourable  attrition  characteristics  of  inpatient  assessment  have  a 
profound  positive  effect  on  the  overall  retention  of  clients  by  the  system. 
Moreover,  other  data  suggest  that  retention  can  be  improved  beyond  the  Phase  II 
experience.  A significant  proportion  of  clients  are  lost  between  their  initial  primary 
care  contact  and  assessment,  and  it  seems  likely  that  a role-induction  process  might 
alter  this  parameter  favourably.  There  is  also  an  indication  that  some  clients  may 
have  refused  assessment  because  it  interfered  too  markedly  with  work;  the 
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availablility  of  an  inpatient  weekend  assessment  might  be  strongly  attractive  to 
such  persons. 

Retention  Characteristics  of  the  Core-Shell  System 

Even  in  its  fledgling  venture  the  Core-Shell  proved  to  have  remarkably 
favourable  retention  characteristics  as  compared  with  standard  methods  of 
procedure.  While  this  is  spelled  out  in  considerable  detail  in  several  of  the  following 
reports,  the  salient  feature  is  that,  overall,  the  Phase  II  system  was  capable  of 
retaining  half  again  as  many  clients  in  treatment  than  had  previously  been  the  case. 
This  was  due  to  a multiplicity  of  factors,  including:  1)  the  rapid  response  of  primary 
care  workers  to  the  intial  contact  of  clients;  2)  the  unusual  attractiveness  of 
inpatient  assessment;  3)  the  remarkable  record  achieved  by  the  assessment  staff 
with  respect  to  retention  during  assessment;  4)  the  greater  compliance  with 
assignment  suggestions  coming  out  of  the  assessment  process,  as  manifested  by  a 
greater  proportion  of  persons  assessed  by  the  Core-Shell  appearing  for  treatment; 
and  5)  the  ability  of  the  primary  care  workers  to  "back-stop"  the  entire  system  and 
to  retain  in  care  a number  of  clients  who  would  have  otherwise  fallen  betweeen 
cracks  in  the  service  delivery  pattern. 

As  noted  in  the  previous  section,  even  this  enviable  record  can  be  improved 
upon.  Indeed,  one  of  the  important  benefits  of  looking  at  treatment  as  a system  is 
that  the  data  which  are  required  to  improve  retention  are  readily  identified,  and 
hence  a specific  and  effective  approach  to  attrition  is  made  possible.  It  has  been 
suspected  for  a long  time  that  the  retention  characteristics  of  Clinical  Institute 
service  might  require  attention,  but  data  were  lacking  as  to  where  to  approach  the 
problem.  It  is  now  possible  to  approach  the  problem  with  some  confidence. 

At  this  point  it  is  necessary  to  introduce  a caution,  to  be  taken  into  account  as 
future  plans  progress.  Even  during  Phase  II,  something  of  a bottleneck  could  be 
observed  developing  between  assessment  and  definitive  intervention.  That  is,  some 
shell  programmes  filled  up  rapidly  and  remained  filled,  so  that  it  proved  difficult  to 
arrange  appointments  for  subsequent  clients.  There  is  little  doubt  that  the 
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bottleneck  was  due  to  the  superior  retention  characteristics  of  the  new  system; 
possibly  another  contributing  factor  was  that  the  system  automatically  considers 
every  client  for  every  intervention,  while  a non-systematic  form  of  treatment  may 
characteristically  neglect  certain  treatment  alternatives.  This  bottleneck  occurred 
despite  the  fact  that,  even  at  its  height,  the  miniature  system  took  over  only  about 
one-third  of  the  total  Clinical  Institute  intake  system. 

Therefore,  it  is  possible  to  predict  with  some  certainty  that,  should  the  Core- 
Shell  system  be  developed  to  the  point  where  it  completely  takes  over  intake  in  the 
Clinical  Institute,  a major  bottleneck  will  develop  between  assessment  and 
treatment  unless  the  total  amount  of  treatment  available  is  increased.  This  is 
hardly  surprising  and  indeed  could  have  been  expected  on  theoretical  grounds  alone; 
another  way  of  putting  it  is  that  an  expansion  of  the  Core  should  be  linked  to  an 
expansion  of  the  Shell.  There  are  many  ways  in  which  shell  expansion  can  be 
accomplished,  e.g.  by  increased  utilization  of  external  resources,  by  rearrangements 
of  internal  resources,  by  adding  to  existing  internal  resouces,  or  by  a combined 
approach.  But  it  is  clear  that  this  is  an  important  issue  for  future  planning. 

The  Phenomenon  of  Primary  Care 

A great  deal  of  additional  data  on  primary  care  was  developed  during  Phase  II. 
Mention  has  already  been  made  of  its  considerable  importance  in  respect  to  the 
favourable  retention  characteristics  of  the  Core-Shell  System.  What  also  became 
increasingly  evident  in  Phase  II  was  the  important  role  of  primary  care  as  the 
principal  intervention  for  a specific  group  of  clients.  It  had  been  observed  in  Phase  I 
that  a large  proportion  of  clients  were  being  referred  from  regular  intake  to  primary 
care,  though  their  characteristics  could  not  be  critically  specified.  In  Phase  II  it 
became  apparent  that  primary  care  received  the  largest  proportion  of  referrals  from 
assessment  of  any  available  programme.  It  was  also  found  that  the  clients  referred 
could  now  be  characterized  by  discriminant  analysis;  they  tended  to  be 
representatives  of  the  lowest  socio-economic  strata  of  the  population,  those  less 
likely  to  see  traditional  psychotherapeutic  approaches  as  relevant.  It  is  no  doubt 
because  the  overall  population  of  the  Clinical  Institute  is  skewed  toward  this  end  of 
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the  socioeconomic  spectrum  that  primary  care  is  so  heavily  utilized  as  an 
intervention. 

Once  again,  primary  care  emerged  in  Phase  II  as  a process  quite  distinct  from 
anything  hitherto  offered.  Primary  care  contacts  tend  to  be  structured  differently, 
to  have  different  temporal  properties,  and  to  cover  a different  content  than  is  the 
case  in  other  methods  of  dealing  with  clients.  Moreover,  there  was  the  gratifying 
discovery  that  this  approach,  while  novel,  filled  a distinct  need  and  therefore  fit 
readily  into  the  pattern  of  clinical  services.  While  the  concept  of  primary  care  may 
still  be  very  much  agitated  in  professional  journals,  it  was  both  accepted  and 
understood  very  readily  by  clients  and  staff.  In  particular  it  is  worth  noting  that 
relations  between  primary  care  personnel,  clients,  and  staff  were  extremely  smooth 
during  those  periods  of  time  when  clients  were  involved  in  shell  programmes.  The 
potential  jurisdictional  conflicts  between  primary  care  personnel  and  treatment 
staff  which  were  expected  in  some  quarters  did  not  materialize,  and  the  clients 
were  not  confused,  as  some  had  expected,  by  these  multiple  and  interlocking  roles. 

Beginnings  were  made  in  elucidating  the  qualities  to  be  looked  for  in  primary 
care  workers.  This  has  proven  to  be  a complex  area  and  will  require  further 
attention.  Indeed,  the  whole  area  of  primary  care  seems  ripe  for  research,  and  some 
work  on  the  possibilities  of  matching  clients  and  primary  care  workers  is  under  way. 
While  this  may  prove  to  be  difficult  at  initial  contact,  the  regular  use  of  primary 
care  as  the  only  intervention  for  many  clients  raises  the  possibility  that  matching 
might  be  brought  into  play  when  this  particular  decision  is  made.  In  addition, 
further  work  is  required  to  pave  the  way  for  the  involvement  of  personnel  with 
progressively  lesser  academic  qualifications  in  the  role  of  primary  care  workers. 

Refinement  of  the  Assessment  and  Assignment  Procedures 

It  is  in  this  area  that  the  greatest  quantity  of  data  generated  by  the  Core-Shell 
System  lies,  and  hence  the  possibilities  for  analysis  are  very  rich.  Both  phases  of 
the  pilot  test  have  enabled  staff  to  learn  a great  deal  about  the  applicability  of 
standard  instruments  to  our  population  of  clients,  for  whom  norms  in  general  do  not 
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exist.  It  has  already  been  necessary  to  discard  several  extant  instruments  as  being 
infeasible  or  inapplicable;  on  the  other  hand,  new  measurements,  such  as  a social 
stability  measure  and  a unique  form  of  the  lifetime  drinking  history,  have  been 
developed.  Of  particular  note  has  been  the  extension  of  the  work,  begun  in  Phase  I, 
of  developing  modal  personality  profiles  by  factor  analysis  and  of  applying  them  to 
an  additional  population  of  clients.  Because  this  and  other  aspects  of  the  work  of 
assessment  are  highly  technical,  the  reader  is  strongly  urged  to  consult  the  specific 
reports  prepared  on  these  aspects  of  the  Phase  II  experience. 

During  this  test  phase,  data  was  developed  which  reflects  the  fact  of  a change 
from  a non-systematic  to  a systematic  method  of  assignment  of  clients  to 
treatments  in  the  Clinical  Institute.  When  a discriminant  analysis  of  clients  was  run 
for  the  Phase  I data,  no  consistent  characteristics  which  differentiated  clients  in  the 
inpatient,  outpatient  and  primary  care  categories  could  be  found.  This  suggests  that 
assignment  to  these  gross  categories  was  essentially  random,  i.e.  non-systematic. 
However,  during  Phase  II,  the  discriminant  analysis  revealed  important  distinctions 
between  the  clients  in  these  three  groups.  In  a certain  sense  this  is  hardly 
surprising,  because  a concerted  attempt  was  made  during  Phase  II  to  implement 
explicit,  binding  criteria  in  the  making  of  such  assignment  decisions.  The 
importance  of  the  analysis  is  that  it  proves  that  the  attempt  was  successful.  We 
now  know  that  it  is  possible  to  systematize  what  was  hitherto  unsystematic;  thus 
Phase  II  is  a critical  demonstration  of  the  feasibility  of  system  construction. 
Caution  is  required,  since  what  is  done  systematically  can  be  systematically  wrong 
as  well  as  systematically  right.  Thus  the  successful  imposition  of  this  system 
demands  that  efforts  to  check  the  validity  of  assignments,  such  as  the  proposed 
follow-up  unit,  be  implemented.  Given  the  corrective  potential  of  such  validity 
checks,  together  with  the  flexibility  to  change  assignment  whenever  necessary,  this 
evidence  that  a systematic  approach  has  been  implemented  is  quite  gratifying. 

It  is  worth  noting  that  Phase  II  saw  the  sucessful  introduction  of  the  use  of 
hypothetical  programmes  as  a planning  device.  Instead  of  actually  setting  up  a 
programme,  it  has  proven  to  be  more  practical  to  utilize  the  assessment  battery  to 
get  an  initial  impression  of  its  cogency  for  our  particular  population.  There  were 
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three  examples  of  hypothetical  programmes  in  Phase  II.  The  controlled  drinking 
program  and  naltrexone  maintenance  received  considerable  support,  though  the 
assignment  criteria  for  the  former  need  further  work.  Such  work  suggests  that, 
through  the  use  of  hypothetical  programmes,  it  may  be  possible  to  assure  that  when 
a programme  is  implemented  it  will  be  both  needed  and  used;  hitherto,  trial  and 
error  experimentation  was  required,  and  the  difficulties  involved  in  dismantling  an 
existing  programme  may  have  led  to  the  anachronistic  survival  of  many.  Hopefully 
this  can  be  avoided  in  future.  Finally,  it  is  worth  emphasizing  that  discriminant 
analysis  during  Phase  II  replicated  a similar  finding  from  Phase  I regarding  the 
population  of  female  clients  seeking  treatment  from  the  Clinical  Institute.  The 
demographic  and  recent  life  history  characteristics  of  females  seeking  treatment  at 
the  Clinical  Institute  are  notably  different  from  those  of  the  male  clients.  Hence  a 
particular  effort  in  programme  design  for  female  clients  may  be  needed. 

Medical  Aspects  of  Evaluation  and  Treatment 

Provision  of  complete  medical  examination  of  all  clients  as  a part  of  the 
assessment  process  in  Phase  II  proved  to  be  possible  but  rather  difficult.  Many 
factors  contributed  to  this,  a large  number  of  which  were  resolved  when  a Medical 
Coordinator  was  appointed  for  the  project.  Nevertheless,  some  problems  remain, 
attributable  to  such  matters  as  the  difficulties  involved  in  precise  recording  of 
medical  data,  the  time-consuming  nature  of  a standard  medical  evaluation,  the 
scarcity  of  staff  currently  available  to  perform  such  evaluations,  and  the  absence  of 
clear-cut  predictor  variables  which  would  enable  a distinction  to  be  made  between 
clients  who  required  a full-scale  medical  evaluation  and  those  for  whom  this  might 
constitute  an  elective  procedure. 

Much  further  work  is  planned.  While  not  conclusive,  evidence  gathered  during 
Phase  II  suggested  that  the  morbidity  rate  for  clients  seeking  help  from  the  Clinical 
Institute  may  be  high.  What  remains  to  be  specified  is  the  degree  to  which  an 
exhaustive  medical  investigation  at  assessment  will  yield  novel  data  having  a 
marked  effect  upon  the  client's  ultimate  physical  health.  More  precise  specification 
of  all  medical  procedures,  including  perhaps  the  use  of  a standard  battery  of 
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laboratory  tests,  are  being  investigated  for  their  potential  contribution  to  the 
resolution  of  these  difficulties.  There  is  little  question  that  a great  deal  of 
important  work  along  the  lines  of  medical  epidemiology  will  become  possible  when 
effective  procedures  are  finalized  in  this  area  of  the  system.  The  implementation 
of  an  automated  data  system  will  allow  scored  and  scaled  data  from  assessment  to 
be  input  into  the  medical  evaluative  process  in  a manner  which  is  not  currently 
possible. 

Computer  Capabilities  and  the  Core-Shell  System 

The  Core-Shell  System  at  present  is  critically  dependent  upon  computerized 
assistance  and  is  likely  to  become  even  more  so.  Without  computer  preparation  of 
print-outs  on  individual  clients,  assignment  conferences  would  have  lacked  cogency 
and  might  not  have  been  possible.  Further  utilization  of  the  computer  in  scoring 
tests  and  in  printing  out  additional  areas  of  client  information  will  result  in  greatly 
improved  assessments  and  may  allow  much  greater  flexibility  in  the  overall 
assessment  process.  Other  aspects  of  the  use  of  computers,  such  as  preparing 
summaries  of  processes  other  than  assessment,  tracking  clients,  and  perhaps 
receiving  data  on  an  on-line  basis,  have  not  yet  been  implemented  but  are  critically 
important  for  progress.  One  way  of  looking  at  the  need  for  such  assistance  is  not 
only  to  reflect  that  the  amount  of  data  generated  by  the  Core-Shell  System  is 
exponentially  greater  than  the  amount  of  data  ordinarily  available;  but  also  to 
recognize  concurrently  that  such  masses  of  data  require  adequate  means  to  handle 
them,  or  they  may  fail  to  be  of  any  major  utility.  A plan  for  further  advancement 
along  these  lines  has  been  submitted  and  is  under  active  consideration. 

One  further  aspect  of  computerized  assistance  has  been  extensively  explored 
during  Phase  II:  the  development  of  a computer  simulation  of  the  entire  system. 
Because  of  its  complexity  and  the  close  interrelationships  of  its  component  parts,  it 
is  difficlut  to  predict  with  precision  what  the  effects  will  be  of  any  changes  that  are 
introduced.  But  a computer  simulation  can  readily  handle  such  problems,  and  ought 
to  be  materially  useful  in  planning.  The  simulation  model  under  development  has 
recently  been  updated  with  critical  data  generated  during  Phase  II,  and  its  being 


- 43  - 


prepared  to  answer  important  questions  regarding  such  matters  as  the  projected 
need  for  more  shell  programmes  arising  from  increments  in  the  retention  propeties 
of  the  system.  Considerable  improvement  in  the  precision  of  the  planning  effort 
may  be  expected  with  such  sophisticated  assistance. 

Conclusions 

Phase  II  of  the  pilot  test  of  the  Core-Shell  System  has  produced  a great  deal  of 
useful  information.  A small-scale  model  of  major  aspects  of  the  mature  system  has 
been  operationalized  and  has  generated  relevant  information  on  such  crucial  aspects 
of  the  process  of  client  care  as:  inpatient  versus  outpatient  assessment;  retention 
characteristics  of  the  system;  the  phenomenon  of  primary  care;  the  assessment  and 
assignment  procedures;  the  medical  aspects  of  the  system;  and  the  need  for  and  use 
of  automated  data  processing  procedures.  While  it  may  be  possible  to  grasp  some  of 
the  major  conclusions  of  Phase  II  by  a perusal  of  this  summary,  to  gain  in-depth 
knowledge  it  is  essential  to  study  the  following  reports  carefully.  At  the  close  of 
this  material  a brief  section  on  possible  future  directions  will  be  presented.  In 
general,  it  may  be  concluded  at  this  point  in  time  that  experience  with  the  Core- 
Shell  System  has  been  favourable,  and  that  its  full  implementation  appears  to  be 
warranted. 


Chapter  Five 


AN  OVERVIEW  OF  PHASE  HI 


by  Frederick  B.  Glaser 


The  Phase  III  pilot  test  of  the  Core-Shell  Treatment  System  was  primarily 
designed  to  explore  the  feasibility  and  acceptability  of  weekend  assessment.  It 
received  its  impetus  in  part  from  certain  findings  of  the  Phase  II  pilot  test,  which 
had  suggested  that  "those  refusing  assessment  were  slightly  more  likely  to  be 
employed,  with  higher  yearly  incomes,  and  more  stable  living  arrangements"  (1,  p. 
19).  But  concerns  of  a more  general  nature  were  also  involved  (1,  pp.  185-86).  The 
overall  employment  characteristics  of  clients  seeking  assistance  from  the  Clinical 
Institute  were  known  to  be  severely  skewed.  For  example,  a study  of  210  contacts 
during  1977  indicated  that  only  27%  of  males  and  22%  of  females  were  employed 
full-time  (2,  p.  30).  Comparable  figures  from  the  Donwood  Institute,  another 
Toronto  treatment  facility  for  individuals  with  problems  related  to  alcohol, 
indicated  full-time  employment  for  68%  of  males  and  27%  of  females  (ibid.). 

While  the  reasons  for  this  population  bias  are  unclear  and  probably  quite 
complex,  it  is  undesirable  for  a number  of  reasons.  First,  it  is  in  the  Foundation's 
interest,  and  in  the  interest  of  the  field  in  general,  that  whatever  research  is 
mounted  be  as  widely  applicable  as  possible.  The  more  representative  the 
population  is  upon  whom  the  research  is  performed,  the  greater  will  be  its 
applicability.  A higher  percentage  of  employed  persons  in  the  Clinical  Institute 
population  would  enhance  the  generalizability  of  research  results.  Second,  employed 
persons  represent  a unique,  interesting,  rewarding,  and  hence  much  sought-after 
population  for  research.  Their  increased  presence  in  the  client  population  would 
thus  lead  to  enhanced  research  opportunities.  Finally,  it  did  not  seem  appropriate, 
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in  simple  general  terms,  to  offer  a service  like  assessment  in  such  a way  that  its 
utilization  would  be  difficult  or  impossible  for  a particular  group  of  people. 

Therefore  it  was  proposed  by  the  planning  committee,  and  agreed  to  by  the 
Executive  Committee,  that  weekend  assessment  be  examined.  This  occasioned  two 
major  changes  in  procedure  from  Phase  II.  First,  instead  of  offering  two  blocks  of 
assessment  during  the  week,  one  block  was  offered  during  the  week  and  another  on 
the  weekend.  Second,  in  order  to  assure  a maximum  exposure  of  employed 
individuals  to  the  possibility  of  weekend  assessment,  all  employed  clients  seeking 
assistance  from  the  Clinical  Institute  during  the  test  phase  were  referred  to  the 
project.  Since  this  was  a very  different  procedure  for  referral,  it  meant  that 
comparisons  between  the  Phase  II  and  Phase  III  populations  could  not  be  made  with 
assurance.  This  was  considered  a relatively  minor  price  to  pay  to  insure  as  full  an 
exploration  of  the  acceptability  of  weekend  assessment  to  employed  persons  as 
possible. 

Phase  III  lasted  eight  weeks  and  dealt  with  a total  of  81  clients.  A procedure 
was  worked  out  whereby  all  employed  clients  were  first  offered  weekend 
assessment.  The  specific  offer  made  and  the  client's  reaction  to  it  were  recorded  in 
all  instances.  Chapter  1 indicates  the  major  finding  of  Phase  III:  weekend 
assessment  was  highly  acceptable  to  employed  clients,  with  74%  readily  accepting  it 
upon  initial  offer.  Weekend  assessment  was  considerably  less  acceptable  to 
unemployed  clients,  who  preferred  to  attend  on  weekdays.  Chapters  2 and  3 
indicate  that,  with  patience  and  creativity,  it  proved  logistically  possible  to  provide 
both  primary  care  and  the  assessment  process  on  weekends.  Thus  weekend 
assessment  proved  to  be  both  highly  acceptable  to  the  target  population  and  feasible 
in  terms  of  staff  deployment  and  functioning. 

Because  of  the  brevity  of  this  pilot  phase,  it  was  not  possible  to  determine 
whether  the  regular  provision  of  weekend  assessment  would  have  the  desired  long- 
term effect  of  increasing  the  percentage  of  employed  persons  in  the  client 
population.  In  view  of  its  acceptability,  however,  this  would  certainly  be  a tenable 
hypothesis.  Additional  data  gathered  during  Phase  III  suggested  that,  while  weekend 
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assessment  was  a necessity  for  some  employed  persons,  many  would  be  able  to  come 
for  weekday  assessment.  Therefore  it  was  felt  that  the  weekly  availability  of 
weekend  assessment  was  not  required.  Ideally,  it  would  be  offered  regularly  and  at 
a sufficiently  short  interval  to  minimize  the  potential  waiting  time  between  initial 
contact  and  assessment.  Weekend  assessment  is  currently  being  offered  every  third 
week.  When  this  has  been  in  process  for  a prolonged  period  of  time,  its  effect  upon 
the  composition  of  the  client  population  can  be  examined. 

The  balance  of  the  Phase  III  report  outlines  some  general  changes  in  the  Core- 
Shell  Treatment  System  which  were  made  during  this  period  of  time  but  which  were 
not  specifically  related  to  the  problem  of  weekend  assessment.  Evolutionary 
changes  took  place  in  the  assessment  programme,  in  the  information  system,  and  in 
the  medical  management  of  clients.  A new  component  of  client  education,  carried 
out  in  conjunction  with  the  assessment  process,  was  added  to  the  system. 

Changes  in  the  assessment  programme  included  the  elimination  of  several 
instruments  which  had  been  used  in  Phase  II  based  upon  research  into  the  properties 
of  the  instruments  and  their  utility.  This  is  illustrative  of  the  ongoing  scientific 
scrutiny  which  must  be  exercised  in  order  to  achieve  precise  assessment.  Other 
instruments  were  added  for  further  exploration,  and  the  computer-generated 
assessment  summary  form  was  greatly  expanded.  Perhaps  most  importantly,  certain 
conceptual  developments  in  assessment  were  further  crystalized.  They  have  led,  for 
example,  to  the  specification  of  a basic  assessment  battery,  which  is  now  under 
active  investigation. 

Throughout  the  development  of  the  Core-Shell  Treatment  System, 
considerations  relating  to  automated  data  processing  have  played  a major  role.  This 
was  true  even  in  the  conceptual  phase  of  the  project's  development  (3).  A broad 
plan  for  the  entire  Clinical  Institute  was  formulated  at  an  early  point  (4),  and 
progress  at  the  present  time  is  rapid.  In  Phase  II,  the  focus  of  this  effort  was  upon 
th  creation  of  a computer  simulation  of  the  treatment  system  (1,  pp.  174-82). 
During  Phase  III,  the  focus  was  upon  improving  the  efficiency  of  the  client 
information  system.  Chapter  5 details  how  this  was  accomplished. 
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Medical  examination  of  clients  presenting  for  treatment  has  been  both  a 
consistent  element  in  planning  for  the  system  and  consistently  difficult  (1,  pp.  13- 
14,  151-73).  As  Chapter  6 indicates,  considerable  strides  toward  the  effective 
integration  of  this  crucial  component  were  made  during  Phase  III.  Data  were 
gathered  which  extended  and  amplified  the  findings  made  previously.  The 
population  continued  to  exhibit  a high  level  of  morbidity,  and  there  were  growing 
indications  that  clients  who  abuse  both  drugs  and  alcohol  may  be  differentially  at 
risk  for  the  development  of  complications.  A small  study  suggested  that  obtaining 
body  fluid  specimens  for  laboratory  analysis  prior  to  the  assessment  period  was  the 
reverse  of  helpful  with  respect  to  client  attrition.  Based  on  the  system's  growing 
experience  with  medical  assessment,  plans  for  the  deployment  of  selective  rather 
than  regular  physical  examination  and  for  a broad  integration  of  biomedical  and 
sociobehavioural  data  are  now  well  advanced. 

Finally,  the  feasibility  of  an  educational  programme  for  clients  entering  the 
assessment  unit  was  explored.  In  operation,  this  was  a novel  programme,  though  its 
potential  had  been  discussed  as  early  as  the  initial  conceptual  paper  on  assessment 
(3).  Its  theoretical  background  has  been  outlined  elsewhere  (5).  Chapter  7 reports 
on  the  implementation  of  an  initial  version  of  the  educational  programme  and 
suggests  that  it  was  well  received  by  clients  and  staff.  While  the  limited  time 
period  of  Phase  III  permitted  only  a feasibility  study,  it  is  reasonable  to  suppose  that 
the  educational  programme  (and/or  various  of  its  components)  might  favourably 
affect  attrition  and  outcome.  Since  the  experimental  use  of  the  programme 
presents  no  particular  difficulties,  it  is  anticipated  that  these  matters  will  be 
explored  at  some  future  time. 

In  conclusion,  the  Phase  III  pilot  test  represents  a further  step  in  the 
continuing  evaluation  of  the  feasibility  and  utility  of  an  itegrated  treatment  and 
treatment  research  system.  Both  weekend  assessment  and  the  incorporation  of  an 
educational  programme  for  clients  into  the  assessment  process  appeared  to  be 
possible  and  useful,  and  both  have  now  become  a part  of  the  standard  operations  of 
the  system.  Further  positive  developments  occurred  in  the  evaluation  of  the 
assessment  programme,  of  medical  assessment,  and  of  the  automated  data 
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processing  base  of  the  system  as  a whole.  Many  potentially  fruitful  areas  for 
further  work  were  identified  and  are  being  actively  pursued. 
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Chapter  Six 


CLIENT  ATTRITION  RATES 


by  Helen  M.  Annis 


A major  objective  of  Phase  II  was  the  establishment  of  a fully-integrated 
Core-Shell  service  delivery  system  with  all  linkage  arrangements  in  place  between 
Primary  Care,  Assessment  and  Shell  Programs.  An  attempt  was  made  to  design 
procedures  that  would  minimize  patient  attrition  between  each  part  of  the  system  - 
i.e.,  patient  initial  contact  with  the  C.I.,  entry  into  the  Primary  Care,  admission  to 
Assessment,  and  entry  into  treatment.  There  was  some  concern  that  the 
introduction  of  a 2Vi  day  assessment  process  might  result  in  a substantially  higher 
rate  of  patient  drop-out.  Investigation  of  the  attrition  characteristics  of  the  new 
system,  therefore,  was  of  central  importance. 

Data  were  available  from  the  1976  Regular  Intake  procedures  that  had  been  in 
operation  within  the  Clinical  Institute.  A careful  scrutiny  of  how  those 
retrospective  data  had  been  compiled  revealed  that  they  were  sufficiently 
comparable  to  the  statistics  collected  during  Phase  II  to  warrant  a direct 
comparison  of  attrition  rates.  This  comparison  is  presented  in  Table  1. 

As  can  been  seen  in  Table  1,  there  was  a substantial  reduction  in  attrition 
during  Core-Shell  Phase  II  at  the  first  stage  of  entry  into  the  system.  The  1976 
Regular  Intake  procedures  resulted  in  a 33.5%  patient  attrition  rate  from  the  time 
of  initial  contact  with  the  C.I.  (usually  by  phone)  and  arrival  at  the  intake 
appointment.  In  contrast,  during  Core-Shell  Phase  II  only  19.2%  of  patients  failed  to 
show  for  an  initial  appointment  with  a Primary  Care  Worker.  During  Phase  II,  the 
waiting  period  between  a patient's  contacting  the  C.I.  and  his/her  initial 
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appointment  was  reduced  from  the  former  period  of  1 to  2 weeks  to  a few  days.  The 
14.3%  improvement  in  retention  rate  at  first  appointment  can  most  likely  be 
attributed  to  this  reduced  time  lag. 

Under  the  1976  Regular  Intake  procedures,  the  first  appointment  consisted  of  a 
brief  interview  (20  - 30  min.)  with  an  intake  worker  at  which  time  a decision  was 
reached  on  the  most  appropriate  treatment  placement  for  the  patient.  Fifteen  and 
seven-tenths  percent  (15.7%)  of  patients  refused  the  treatment  placement  offered  or 
were  referred  outside  of  the  C.I.  The  decision  process  for  treatment  placement 
during  Phase  II  was  considerably  more  complex  and  involved  admission  to  a 272  day 
assessment  process.  During  the  patient's  initial  appointment,  the  Primary  Care 
Worker  explained  the  assessment  process  and  typically  made  arrangements  for  the 
patient's  admission  to  assessment.  Eleven  and  eight-tenths  percent  (11.8%)  of 
patients  refused  the  offer  of  assessment,  and  an  additional  17.2%  agreed,  but 
subsequently  failed  to  show  for  their  assessment  appointment.  Surprisingly,  only  2% 
of  patients  dropped  out  mid-way  through  the  assessment  process. 

It  was  anticipated  that  the  much  more  lenghty,  intensive  assessment  procedure 
culminating  in  a Patient  Assignment  Conference  would  promote  greater  involvement 
of  the  patient  in  the  treatment  placement  process  and  result  in  a higher  arrival  rate 
for  treatment.  This  expectation  was  confirmed  during  Phase  II.  Eight  and  nine- 
tenths  percent  (8.9%)  of  patients  failed  to  show  for  treatment  compared  to  the 
former  rate  of  16.1%.  In  addition,  there  were  a number  of  patients  during  Phase  II 
(4.9%)  who  did  not  progress  normally  through  the  assessment  and  placement  process 
but  who  nevertheless  maintained  at  least  weekly  contact  with  their  Primary  Care 
Worker.  With  the  inclusion  of  these  patients,  the  rate  of  patient  entry  into 
treatment  during  Phase  II  was  44.8%.  (With  the  exclusion  of  these  patients,  the  rate 
was  39.9%).  The  corresponding  rate  under  the  1976  Regular  Intake  procedures  was 
34.7%.  It  was  concluded,  therefore,  that  despite  the  addition  of  a 272  day 
assessment  process,  the  overall  attrition  rate  within  the  Core-Shell  System  during 
Phase  II  compared  very  favourably  with  the  1976  Regular  Intake  procedures. 
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The  differences  between  the  two  systems  are  further  illustrated  in  Table  2, 
which  presents  patient  attrition  information  up  to  the  first  treatment  appointment. 
In  the  1976  Regular  Intake,  patient  entry  into  treatment  occurred  on  appointment 
#2.  In  the  Core-Shell  System  entry  into  treatment  did  not  typically  occur  until 
appointment  #5.  Nevertheless,  44.8%  of  patients  in  Core-Shell  kept  5 or  more 
appointments  compared  to  34.7%  keeping  2 or  more  appointments  under  the  former 
procedures.  The  improvements  in  retention  observed  are  most  likely  attributable  to 
(i)  the  reduction  in  the  waiting  period  prior  to  the  initial  appointment;  (ii)  the 
continuing  nature  of  the  patient's  involvement  with  a Primary  Care  Worker  and  the 
follow-through  that  resulted  in  cases  of  missed  appointments;  and  (iii)  the  greater 
involvement  of  the  patient  through  the  assessment  process  in  treatment  placement 
leading  to  a higher  arrival  rate  at  the  first  treatment  appointment. 

In  an  attempt  to  determine  how  the  retention  characteristics  of  the  Core-Shell 
System  could  be  further  improved,  a supplementary  analysis  was  performed  to 
examine  more  closely  stages  in  the  system  responsible  for  the  major  share  of  patient 
attrition.  As  can  be  seen  in  Table  3,  the  largest  number  of  patients  dropped  out 
after  seeing  a Primary  Care  Worker  prior  to  entering  assessment.  A number  of 
techniques  (e.g.,  role  induction  to  prepare  patient  for  assessment  on  first  primary 
care  contact)  might  be  considered  to  improve  patient  retention  between  these  two 
stages  of  the  system. 

It  was  felt  important  to  explore  the  characteristics  of  those  patients  who 
refused  or  failed  to  show  for  assessment.  Were  these  patients  systematically 
different  in  terms  of  background  or  current  life  situation  than  those  patients 
appearing  for  assessment?  That  is,  was  the  Core-Shell  System  failing  to  serve  a 
particular  subgroup  of  patients?  Table  4 presents  a comparison  of  the 
characteristics  of  those  patients  who  completed  assessment  (N=99)  with  those  who 
refused  assessment  (N=24)  or  failed  to  show  for  assessment  (N=35).  Although  the 
differences  did  not  reach  statistical  significance,  there  was  some  suggestion  that 
those  refusing  assessment  were  slightly  more  likely  to  be  employed,  with  higher 
yearly  incomes,  and  more  stable  living  arrangements.  (NOTE:  No  differences  were 
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found  between  those  refusing  inpatient  or  outpatient  assessment.)  It  would  be 
interesting  to  see  if  these  patients  would  agree  to  a weekend  assessment  program. 

Inpatient  vs.  Outpatient  Assessment 

A second  major  objective  of  Phase  II  was  the  investigation  of  the  advantages 
and  disadvantages  of  conducting  assessment  on  an  inpatient  versus  an  outpatient 
basis.  A principal  concern  here  was  the  comparison  of  attrition  rates  within 
inpatient  and  outpatient  streams.  To  permit  such  a comparison,  patients  were 
randomly  assigned  throughout  Phase  II  to  receive  inpatient  or  outpatient  assessment. 
(NOTE:  The  primary  Care  Workers  consulted  a weekly  master  list  to  determine 
whether  the  next  random  assignment  was  for  inpatient  or  outpatient  assessment. 
The  patient  was  then  offered  the  designated  type  of  assessment  only.) 

Table  1 presents  a comparison  of  the  differential  refusal,  no  show,  and  failure 
to  complete  assessment  rates  for  the  inpatient  and  outpatient  streams. 
Interestingly,  there  was  little  differences  in  the  refusal  rates  for  the  two  groups; 
that  is,  patients  were  just  as  likely  to  agree  to  be  assessed  on  an  inpatient  as  on  an 
outpatient  basis.  However,  there  was  a major  difference  in  their  arrival  rates  for 
assessment.  Twice  as  many  patients  who  had  agreed  to  outpatient  assessment  failed 
to  arrive  for  assessment;  22.1%  of  patients  in  the  outpatient  assessment  failed  to 
arrival  compared  with  only  11.1%  in  the  inpatient  assessment  stream.  This  difference 
was  totally  unexpected.  One  possible  explanation  is  that  patients  reacted  to  the 
offer  of  inpatient  assessment  as  a more  serious  expression  of  concern  for  their  well- 
being and  the  problems  they  were  experiencing.  Whatever  the  correct  explanation, 
the  offer  of  assessment  on  an  inpatient  basis  resulted  in  a much  higher  level  of 
compliance.  This  was  further  borne  out  in  the  assessment  completion  rates;  of  the 
k patients  failing  to  complete  assessment,  3 were  being  tested  on  an  outpatient 
basis.  The  superior  retention  characteristics  of  the  inpatient  assessment  stream 
resulted  in  a rate  of  patient  entry  into  treatment  of  53.4%.  This  compared  to  a rate 
of  only  38.0%  within  the  outpatient  assessment  stream. 
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The  reliability  of  the  information  obtained  from  patients  was  compared  on  a 
number  of  validity  indices  within  the  Assessment  Battery.  No  differences  were 
found  between  patients  assessed  on  an  inpatient  versus  outpatients  basis  on  the  BPI 
Denial  scale,  the  PRF  Infrequency  and  Desirability  indices  or  on  the  two  validity 
indices  of  the  Test  Behaviour  Check  List.  It  may  be  concluded  that  equally  reliable 
information  can  be  obtained  from  patients  on  an  inpatient  or  an  outpatient  basis. 

The  retention  of  patients  in  treatment  within  the  two  assessment  streams  is 
currently  being  explored.  Since  many  patients  seen  in  Phase  II  are  still  in 
treatment,  only  preliminary  data  are  presently  available  (see  Table  5).  To  date 
there  is  little  indication  of  any  difference  between  the  two  assessment  modes  in 
terms  of  subsequent  retention  in  treatment. 

In  summary,  the  Phase  II  comparison  of  offering  assessment  on  an  inpatient 
versus  an  outpatient  bases  revealed  a higher  level  of  compliance  on  the  part  of  the 
patients  to  enter  and  complete  assessment  on  an  inpatient  basis.  There  was  no 
discernable  difference  in  the  reliability  of  the  assessment  information  obtained  and 
no  evidence  of  any  difference  in  subsequent  retention  in  treatment.  The  marked 
difference  in  attrition  rates  between  inpatient  and  outpatient  assessment  streams 
has  important  implications  for  planning  the  implementation  of  the  Core-Shell 
System.  It  is  clear  from  the  experience  of  Phase  II  that  inpatient  assessment  offers 
greater  potential  for  patient  retention.  Under  existing  C.I.  Intake  procedures, 
34.7%  of  patients  initiating  contact  with  C.I.  enter  treatment.  If  patient  intake  to 
treatment  programs  were  to  proceed  primarily  through  an  inpatient  assessment 
process,  53.4%  of  patients  contacting  the  C.I.  could  be  expected  to  enter  treatment. 
This  would  represent  a 50%  increase  in  the  number  of  patients  entering  treatment 
compared  with  existing  C.I.  procedures.  Obviously,  careful  planning  for  increased 
availability  of  Shell  treatment  services  would  be  required. 
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Chapter  Seven 


THE  IMPACT  OF  INTAKE  POLICY  UPON  ASSESSMENT 


by  Ruth  L.  Segal 


In  the  planning  for  the  Core-Shell  Treatment  System  it  became  apparent  that 
there  were  many  sources  of  entry  into  the  Clinical  Institute's  treatment  network.  In 
order  to  plan  for  full  implementation  of  the  Core-Shell  System  with  one  entry  point 
it  became  essential  to  estimate  the  total  level  of  patient  flow  as  well  as  the 
contribution  to  this  total  flow  by  each  source  of  entry.  One  could  then  determine 
the  impact  of  a change  in  policy  upon  any  one  of  the  sources  of  entry. 

While  determing  the  level  of  flow  it  was  noticed  that  individuals  were  being 
referred  out  of  the  Clinical  Institute  to  other  A.R.F.  or  non-A.R.F.  resources  or 
were  bypassing  the  current  Clinical  Institute  Intake  procedure.  This  occurred  during 
the  initial  telephone  request  for  treatment  or  after  the  first  appointment  with  the 
Intake  worker.  Because  of  the  potential  change  in  procedure,  that  is,  centralizing 
all  intake  through  the  Assessment  Unit  prior  to  admission  to  definitive 
interventions,  a content  analysis  of  the  telephone  calls  as  well  as  the  completed 
Intake  sheets  became  a critical  necessity  in  order  to  assess  the  potential  impact  on 
the  proposed  Core-Shell  Assessment  unit. 

Analysis  of  Referrals  Out  of  the  Clinical  Institute 

Table  1 presents  a summary  of  the  data  taken  from  the  277  completed  intake 
forms  of  individuals  referred  out  of  the  Clinical  Institute  in  1976.  Ninety-six  refused 
treatment,  and  181  of  these  individuals  were  referred  out  of  the  Clinical  Institute 
for  treatment. 
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Table  2 provides  additional  information  on  the  frequency  and  type  of  referrals 
for  the  181  individuals  who  were  referred  out  of  the  Clinical  Institute  as  a result  of 
their  interview  with  the  Intake  worker.  Of  these,  78  were  referred  to  other  A.R.F. 
facilities,  and  94  individuals  were  referred  to  community  facilities.  It  was  decided 
that  nothing  appropriate  was  available  at  that  time  for  9 individuals. 

In  planning  for  the  capacity  of  the  Core-Shell  Assessment  Unit  it  is  important 
to  consider  this  group  of  181,  as  some  would  be  seen  within  the  assessment  unit 
before  a referral  out  of  the  Clinical  Institute  was  made.  The  group  was  included 
with  attrition  calculated  when  projections  were  made  for  full  implementation. 

Analysis  of  Telephone  Calls 

In  discussions  with  the  Intake  Coordinator,  it  became  apparent  that  many 
persons  bypass  the  current  Intake  procedures  or  are  referred  to  non-A.R.F. 
facilities.  This  occurs  when  they  are  referred  out  as  a result  of  their  telephone  call 
to  the  Intake  Coordinator.  A change  in  the  current  telephone  procedure  would  likely 
have  an  impact  upon  the  number  of  individuals  to  be  assessed,  and  therefore  an 
analysis  of  telephone  calls  was  instituted.  This  analysis  is  based  on  32  working  days 
per  year,  with  the  assumption  that  these  32  days  were  representative. 

Table  3 provides  the  data.  There  were  799  calls  in  32  days,  and  a projection  of 
6242  calls  on  an  annual  basis.  The  categories  "Referred  to  Other  A.R.F."  and 
"Referred  to  Community  Facility"  are  of  particular  interest,  as  a change  in  this 
procedure  would  have  impact  on  the  Core-Shell  Assessment  Unit. 

In  calculating  the  potential  impact,  the  figures  in  Table  3 assume  no  attrition. 
Phase  II  attrition  data  indicates  the  attrition  rate  at  the  first  appointment  with  the 
Primary  Care  worker  was  23.9%,  and  the  rate  of  refusal  for  assessment  was  14.4% 
of  the  total  number  booked  for  1st  Primary  Care  appointment.  Of  the  number 
booked  for  assessment  17.5%  did  not  show  for  assessment  when  booked  as  inpatients 
and  41.4%  did  not  show  when  they  were  booked  as  outpatients. 
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Based  on  these  attrition  rates,  1100  would  show  for  1st  primary  care 
appointment,  208  would  refuse  assessment  resulting  in  892  booked  for  assessment. 
Assuming  inpatient  attrition  rates,  156  people  would  not  show  for  assessment.  This 
would  leave  736  people  to  be  assessed,  or  an  average  of  14/week.  Using  the 
outpatient  rate  of  attrition  (41.4%),  523  would  show  for  assessment,  or  an  average 
of  10/week. 

In  planning  for  the  capacity  of  the  Core-Shell  Treatment  System,  it  is  critical 
to  consider  the  impact  of  various  policy  changes  in  the  handling  of  these  referrals, 
as  this  could  have  significant  impact  on  the  numbers  to  be  assessed.  It  was  noted  in 
Tables  2 and  3 that  individuals  have  been  referred  to  community  facilities  as  well  as 
other  ARF  facilities  as  a result  of  the  appointments  with  the  intake  worker  or  as  a 
result  of  the  initial  telephone  call.  A policy  decision  could  be  made  to  include  only 
"Other  ARF"  for  the  assessment  unit,  and  to  continue  to  deflect  people  to  outside 
community  facilities  as  is  currently  done.  If  one  takes  the  94  referrals  to  the 
community  from  Table  2 and  the  projected  234  telephone  referrals  to  the 
community  from  Table  3 and  uses  these  numbers  with  Phase  II  attrition  rates,  the 
saving  in  people  would  be  2/Wk.  or  3/Wk.,  depending  upon  whether  an  inpatient  or 
outpatient  attrition  rate  is  used.  Implementing  this  policy  change  would  not  result 
in  a significant  saving  of  resources  and  one  could  suggest  that  it  would  be  more 
appropriate  to  refer  to  an  outside  facility  only  after  the  individual  had  been 
assessed. 
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TABLE  1 

Analysis  of  277  Completed  Intake  Forms  of  Individuals 
Who  Did  Not  Enter  Treatment  in  the  Clinical  Institute  (Jan.-Dee.  1976) 


No.  Referred 

Out  of  C.I. 

No.  Who 

Refused 

Treatment 

January 

17 

4 

February 

15 

7 

March 

30 

9 

April 

18 

7 

May 

16 

12 

June 

18 

10 

July 

13 

8 

August 

10 

9 

September 

16 

10 

October 

11 

8 

November 

10 

4 

December 

7 

8 

N 

181 

96 

TABLE  2 

Frequency  and  Type  of  Referral  to  Facilities  Outside 
of  Clinical  Institute  as  a Result  of  Intake  Appointment  (1976) 


Type  of  Referral 

Jan. -Dec.  1976 

Referred  to 

Other  A.R.F.* 

78 

Referred  to 

Community 

Facility** 

94 

Nothing 

9 

Total 

181 

142  Spadina 

13 

Oakville 

2 

8 May  St. 

12 

CFB  Army  Physician 

1 

Bon  Accord 

2 

Orangeville 

1 

410  Dundas 

Donwood 

3 

Ossington  Detox 

14 

Narconon 

1 

East  End  Detox 

Harbour  Light 

1 

Northeast  Branch 

9 

Woodgreen  Centre 

1 

Central  Branch 

18 

Probation  Officer 

1 

West  Branch 

9 

Toronto  Western 

1 

Hamilton 

1 

Oshawa  General 

1 

Stonehenge 

1 

Clarke  Institute 

13 

J.V.S. 

1 

Queen  Street 

4 

A. A. 

22 

Lakeshore 

11 

C.C.A.S. 

1 

Women's  College 

3 

Family  Service 

1 

Peel  Memorial 

1 

Sarnia 

2 

Riverdale 

1 

Private  Physician 

15 

Sunnybrook 

3 

St.  Michael's 

2 
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Chapter  Eight 


THE  ACCEPTABILITY  OF  WEEKEND  ASSESSMENT  TO  CLIENTS 


by  Helen  M.  Annis 


Prior  to  Phase  III,  assessment  of  patients  had  been  offered  only  on  a weekday 
basis.  For  employed  patients,  this  meant  a 2Zi  day  absence  from  work.  There  was 
some  suggestion  during  Phase  II  that  employed  patients  were  somewhat  more  likely 
than  unemployed  patients  to  refuse  assessment.  It  was  felt  that  the  practice  of 
offering  assessment  only  on  a weekday  basis  might  discriminate  against  at  least 
some  employed  patients  who  would  experience  difficulties  in  obtaining  time  off 
work.  Since  the  current  treatment  population  of  the  Clinical  Institute  is  heavily 
skewed  toward  a non-working  population,  the  successful  attraction  and  retention  of 
working  problem  drinkers  is  a major  concern  in  broadening  the  scope  and 
generalizability  of  the  Foundation's  research  programmes.  Therefore,  Phase  III  was 
designed  to  examine  the  feasibility  of  offering  assessment  on  the  weekend,  and  its 
acceptability  particularly  to  that  subpopulation  of  patients  who  are  stably  employed. 

Assignment  Procedures  to  Weekend  and  Weekday  Assessment 

For  8 weeks  between  April  3 and  dune  5,  1978,  the  Core-Shell  Assessment  Unit 
tested  patients  during  the  week  and  on  weekends.  Three  types  of  assessment  were 
conducted:  weekend  inpatient  assessment,  weekday  inpatient  assessment,  and 
weekday  outpatient  assessment.  Given  the  projected  small  number  of  employed 
patients  expected  to  present  to  the  Clinical  Institute  over  the  8 week  period  of  the 
study,  all  employed  patients  within  both  the  "regular  intake"  and  "Core-Shell  intake" 
streams  were  diverted  into  the  Core-Shell  System.  Furthermore,  since  the  major 
purpose  of  Phase  III  was  to  explore  the  acceptability  of  weekend  assessment  to 
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employed  patients,  first  priority  in  filling  weekend  assessment  beds  was  given  to 
fully  employed  patients.  Unemployed  (or  partially  employed)  patients,  on  the  other 
hand,  were  initially  offered  weekday  assessment  unless  there  were  unfilled  beds  for 
the  weekend  group  that  could  not  be  filled  by  employed  patients.  All  patients  who 
refused  the  initial  offer  of  assessment  were  subsequently  offered  one  of  the  other 
types  of  assessment. 

A record  was  kept  on  each  patient  of:  (1)  type  of  assessment  first  offered;  (2) 
acceptance  or  refusal  of  first  offer;  (3)  reasons  for  refusal,  if  applicable,  and 
subsequent  types  of  assessment  offered;  (4)  arrival  at  assessment;  and  (5)  completion 
of  assessment. 

Table  1 presents  the  resuts  of  the  first  offer  of  assessment  to  employed  and 
unemployed  patients.  As  can  be  seen  in  Table  1,  most  employed  patients  (23  out  of 
31)  were  initially  approched  to  be  assessed  on  the  weekend.  The  great  majority  of 
employed  patients  (74%)  accepted  the  offer  to  be  assessed  on  the  weekend.  Because 
of  restrictions  on  the  availability  of  beds  and  the  desire  to  keep  the  interval 
between  intake  and  assessment  as  short  as  possible,  a small  number  of  employed 
patients  (8)  were  offered  weekday  assessment  on  an  inpatient  (5)  or  an  outpatient  (3) 
basis.  Fifty  percent  of  employed  patients  accepted  the  offer  of  weekday 
assessment;  this  figure  is  considerably  lower  than  the  74%  accepting  the  initial  offer 
of  weekend  assessment. 

The  reverse  of  this  trend  was  found  to  apply  in  the  case  of  the  unemployed 
patients.  It  will  be  recalled  that  most  unemployed  patients  were  offered  weekday 
assessment  during  Phase  III,  although  contingent  upon  the  availability  of  weekend 
beds,  a number  (14)  were  initially  offered  weekend  assessment.  As  can  be  seen  in 
Table  1,  there  was  no  difference  in  the  percentage  of  unemployed  patients  who 
accepted  the  offer  of  weekday  inpatient  (79%)  or  outpatient  (83%)  assessment. 
However,  a smaller  percentage  of  unemployed  patients  (57%)  were  willing  to  be 
assessed  on  the  weekend. 
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The  reasons  given  by  patients  for  refusal  of  the  initial  offer  of  assessment 
were  explored.  Of  most  interest  were  the  responses  of  employed  patients.  Six 
employed  patients  refused  weekend  assessment;  three  indicated  that  they  were 
working  on  the  weekend,  while  the  remaining  three  were  ambivalent  about  entering 
treatment.  Two  of  these  patients  eventually  completed  weekday  assessment.  Four 
employed  patients  refused  an  initial  offer  of  weekday  assessment;  all  four  indicated 
that  they  were  unable  to  participate  because  of  their  jobs.  It  is  interesting  to  note, 
however,  that  when  subsequently  offered  weekend  assessment  only  one  of  these 
patients  actually  showed  and  completed  assessment  on  the  weekend. 

In  summary,  there  was  a definite  trend  for  a higher  percentage  of  employed 
patients  to  accept  the  offer  of  weekend  assessment,  and  for  a higher  percentage  of 
unemployed  patients  to  accept  weekday  assessment.  The  greater  acceptability  of 
weekend  assessment  to  employed  patients  and  weekday  assessment  to  unemployed 
patients  held  whether  the  criterion  considered  was  rate  of  verbal  acceptance  of  an 
assessment  appointment,  rate  of  arrival  for  assessment,  or  rate  of  completion  of 
assessment.  Weekend  assessment  was  found  to  be  acceptable  to  the  great  majority 
(74%)  of  employed  patients.  It  is  undoubtedly  true  that  many  of  the  employed 
patients  who  agreed  to  weekend  assessment  would  also  have  been  able  to  arrange 
time  off  work  for  assessment  during  the  week.  However,  it  is  equally  clear  that  for 
a small  number  of  employed  patients  this  would  not  have  been  possible,  and  that  the 
absence  of  the  weekend  assessment  alternative  would  have  resulted  in  their  loss  to 
the  programme.  Since  the  number  of  such  patients  appears  to  be  small,  the  Clinical 
Institute  might  consider  mounting  assessment  on  approximately  a once  a month 
basis. 
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TABLE  1 


First  Offer  of  Assessment 


Type  of  Assessment 
First  Offered 

N 

Accepted 
First  Offer 

Showed  for  Completed 
Assessment  Assessment 

Employed  Patients 

Weekend  Inpatient 

23 

17 

(73.9%) 

14 

(60.9%)  14 

(60.9%) 

Weekday  -Inpatient 

5 

3 

(60.0%) 

2 

(40.0%)  2 

(40.0%) 

-Outpatient 

3 

1 

(33.3%) 

1 

(33.3%)  1 

(33.3%) 

31 

21 

(67.7%) 

17 

(54.8%)  17 

(54.8%) 

Unemployed  Patients 

Weekend  Inpatient 

14 

8 

(57.1%) 

7 

(50.0%)  7 

(50.0%) 

Weekday  -Inpatient 

24 

19 

(79.2%) 

17 

(70.8%)  17 

(70.8%) 

-Outpatient 

12 

10 

(83.3%) 

9 

(75.0%)  6 

(50.0%) 

50 

37 

(74.0%) 

33 

(66.0%)  30 

(60.0%) 

Total 

81 

58 

(71 .6%) 

50 

(61 .7%)  47 

(58.0%) 

Chapter  Nine 


EVOLUTION  AND  GENERAL  DIMENSIONS  OF  THE  HEALTH 
CARE  DEVELOPMENT  SERVICES 


by  Frederick  B.  Glaser 


Following  the  completion  of  Phase  III  of  the  Core-Shell  Treatment  System 
Project,  the  Primary  Care,  Assessment  and  Follow-Up  Units  (the  project's  Core 
Programme)  were  incorporated  into  the  overall  structure  of  the  Clinical  Institute  as 
the  Health  Care  Development  Services.  These  services  were  charged  with  providing 
treatment  and  treatment  research  support  to  the  clinical  programmes  and  research 
scientists  working  in  the  Institute.  Other  project  personnel  were  re-constituted  as 
the  Health  Care  Development  Research  programme,  charged  with  conducting  basic 
research  in  these  three  fundamental  areas;  or  became  part  of  the  medical  screening 
programme  of  the  Institute.  The  purpose  of  this  chapter  is  to  provide  a brief 
account  of  the  evolution  and  general  dimensions  of  the  Health  Care  Development 
Services  (Primary  Care,  Assessment,  and  Follow-Up)  following  the  completion  of 
Phase  III. 

Staffing 

Although  the  staff  complement  of  the  Health  Care  Development  Services  has 
varied  over  time,  the  general  staffing  pattern  is  represented  in  Table  I.  It  is  of 
interest  that  the  part-time  staff  include  all  of  the  heads  of  the  services;  these 
personnel  also  represent  the  largest  dollar  investment  in  terms  of  salaries. 
Functions  of  the  line  staff  in  all  three  units  are  highly  specific,  carefully  defined, 
and  were  designed  so  that  they  might  be  performed  under  close  professional 
supervision  by  laymen  who  have  received  suitable  training.  In  practice,  this  has 
been  the  case  in  the  Follow-Up  and  the  Assessment  Units  in  general.  With  a single 
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exception,  Primary  Care  workers  have  in  our  setting  been  drawn  from  a variety  of 
professional  disciplines,  primarily  nursing  and  social  work. 

These  twenty-five  staff  do  not  include  the  staff  members  of  the  Medical 
Screening  Programme,  who  have  operated  under  the  administrative  supervision  of 
the  Department  of  Medicine,  and  who  have  performed  a wide  variety  of  services  for 
programmes  of  the  Institute  other  than  the  Health  Care  Development  Services.  It  is 
mandatory  that  each  new  client  be  medically  screened.  The  Medical  Screening 
Programme  has  effectively  and  efficiently  performed  this  function,  which  has  been 
sufficiently  well  integrated  into  the  assessment  process  that  virtually  all  persons  are 
medically  screened  on  the  same  day  that  they  are  assessed.  While  further 
consideration  of  this  important  function  will  not  be  provided  here,  it  should  be 
viewed  as  an  essential  part  of  any  similar  operation  and  is  the  subject  of  Chapter  3 
in  Section  3 of  this  volume. 

Nor  are  the  basic  researchers  or  secondary  care  (treatment)  personnel  of  the 
Clinical  Institute  included  in  Table  1.  In  this  chapter  an  attempt  is  made  to  specify 
the  unique  contribution  to  the  overall  treatment  and  research  effort  of  what  are 
now  called  the  Health  Care  Development  Services.  Following  a general  overview  of 
the  functional  parameters  of  the  three  units,  the  ways  in  which  their  work  has 
supported  both  treatment  and  research  will  be  discussed. 

Functional  Parameters 

Table  2 shows  the  average  number  of  clients  dealt  with  in  each  of  the  Health 
Care  Development  Services  per  quarter  over  a twenty-one  month  period.  The 
number  of  initial  contacts*  with  the  Institute  during  the  same  period  of  time  is  also 
shown.  In  all  cases,  the  parameters  show  a gradual  increase  up  to  the  fourth  quarter 
of  1980,  with  a plateau  occurring  from  that  time  forward. 


* These  are  usually  telephone  contacts. 
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Two  factors  are  largely  responsible  for  this  pattern  of  development.  One  is 
the  growing  familiarity  of  the  staff  with  the  details  of  operating  the  system, 
resulting  in  increased  efficiency  over  time.  As  experience  has  been  accumulated,  it 
has  proven  possible  to  make  administrative  innovations  which  contribute  to 
improved  functioning.  The  two  most  significant  examples  of  this  have  been  the 
gradual  reduction  of  the  assessment  "package"  to  a more  basic  level  than  obtained 
during  Phase  II  and  III,  together  with  its  administration  on  a daily,  out-patient  basis; 
and  the  evolution  of  a "clinic"  approach  to  initial  appointments  in  the  Primary  Care 
unit,  allowing  the  staff  to  cope  very  efficiently  with  the  high  level  of  attrition  that 
has  been  characteristic  between  the  initial  contact  and  the  first  primary  care  visit. 

The  other  factor  important  in  the  pattern  has  been  the  consistency  of  staffing 
of  the  units.  With  the  personnel  complement  held  relatively  constant,  the  number  of 
clients  dealt  with  increased  slowly  as  the  system  became  more  efficient. 
Subsequently,  the  number  has  levelled  off  as  the  staffing  pattern  has  remained  the 
same.  In  future,  additional  growth  might  be  expected  either  with  the  introduction 
of  further  administrative  efficiencies  or  with  increments  in  the  staffing  pattern. 

As  useful  as  the  data  in  Table  2 may  be  in  charting  the  development  of  these 
services,  they  do  not  adequately  capture  the  dynamics  of  the  flow  of  clients. 
Therefore  a relatively  straightforward  manner  of  providing  more  data  on  a regular 
basis  has  been  developed.  In  addition  to  the  type  of  client  data  already  reported,  a 
systematic  means  of  measuring  delays  in  the  system  and  of  calculating  attrition  has 
been  incorporated.  The  twelve  parameters  utilized  and  the  manner  of  their 
collection  are  detailed  in  Table  3. 

In  Table  4,  relevant  totals  and  averages  for  all  twelve  parameters  are  shown 
for  a full  year  of  operations.  During  that  particular  time  period,  for  example,  the 
services  were  able  to  deal  with  over  three  thousand  initial  contacts.  Of  these,  more 
than  twelve  hundred  completed  the  assessment  process,  and  841  actually  arrived  in 
treatment  and/or  research  programmes.  This  was  accomplished  with  a total  elapsed 
time  from  initial  contact  to  arrival  in  the  treatment/research  programme  which 
averaged  less  than  a month.  Note  that  the  figures  given  are  averages  for  the  year, 
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and  do  not  reflect  optimum  functioning  or  developmental  trends.  The  latter  were 
positive,  and  an  analysis  by  quarter  shows  that  they  improved  during  the  time  period 
examined.  Total  delay  across  the  system,  for  example,  was  16.9  days  during  the  last 
quarter  as  compared  with  an  average  of  29.43  days  during  the  year. 

There  was  considerable  variability  in  the  twelve  parameters  during  the  year, 
as  shown  in  Table  3.  Delays  showed  the  greatest  overall  variability,  attrition  rates 
were  next  in  order  of  magnitude,  and  client  parameters  were  the  least  variable.  It 
is  of  particular  interest  that  total  attrition  across  the  entire  system  was  (during  this 
year)  the  least  variable  of  all  parameters,  ranging  only  from  69%  to  76%.  Given  this 
fact,  the  total  number  of  clients  entering  treatment/research  programmes  each 
month  was  highly  dependent  upon  the  total  number  of  initial  contacts  for  the  month 
(r  = 0.63,  p less  than  0.02).  Indicating  that  additional  recruitment  would  be  likely  to 
result  in  an  increase  in  clients  for  treatment  and  subjects  for  research,  this 
illustrates  the  potential  practical  value  of  such  data.  Another  illustration  is  the 
indication  that  the  lion's  share  of  attrition  in  the  system  during  this  year  was 
between  the  initial  contact  and  the  first  primary  care  appointment  (amounting  to 
60.8%  of  all  attrition).  Such  a finding  could  potentially  focus  attempts  to  deal  with 
attrition  upon  the  correct  point  in  the  system. 

T reatment  Support 

Data  presented  in  the  foregoing  section  document  the  dimensions  of  treatment 
support  provided  by  the  Primary  Care,  Assessment,  and  Follow-Up  Units.  Although 
a few  alternative  paths  to  treatment  have  remained  possible,  their  frequency  of  use 
has  been  low,  and  the  Health  Care  Development  Services  have  handled  the  vast  bulk 
of  clients  presenting  for  nonemergent,  nonmedical  care.  The  data  suggest  this  was  a 
task  of  some  magnitude.  In  our  setting  it  was  carried  out  by  a specialized  support 
staff.  In  the  usual  setting  such  tasks  would  most  often  devolve  upon  treatment 
personnel.  The  assumption  of  these  burdens  has  constituted  a principal  contribution 
of  the  Health  Care  Development  Services  to  the  treatment  of  clients  in  the  Clinical 
Institute. 
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Another  aim  in  the  development  of  the  treatment  system  was  to  encourage  the 
differential  assignment  of  clients  to  treatment  programmes.  Table  VI  indicates  that 
progress  was  made  in  this  direction.  Because  a substantial  number  of  different 
interventions  are  grouped  under  "other  treatments,"  the  number  of  available 
alternatives  is  larger  than  it  appears  and  at  times  has  been  in  excess  of  twenty.  Too 
much  should  not  be  made  of  shifts  which  occurred  in  the  type  of  treatment 
assignments  favoured  at  different  times;  many  such  changes  were  dictated  by 
practical  exigencies  rather  than  the  treatment  needs  of  the  population.  On  the 
other  hand,  some  do  reflect  evolutionary  trends  in  the  clinical  approach  of  the  staff. 

Among  these  are  the  increasing  tendency  to  refer  clients  to  programmes 
largely  or  wholly  available  in  the  community.  The  Clinical  Institute  has  not  proven 
to  contain  every  requisite  therapeutic  option  for  its  substantial  population;  nor 
would  it  be  either  desirable  or  feasible  that  it  do  so.  Another  increasingly  exercised 
option  has  been  to  refer  a small  proportion  of  clients  to  no  intervention  at  all 
following  assessment.  There  are  those  who  are  patently  not  ready  to  go  further. 
Heroic  attempts  to  be  therapeutic  are  unavailing  with  such  people,  and  merely 
dissipate  valuable  human  and  material  resources.  Subsequent  contact  for 
reassessment  at  a future  time  is  presented  as  an  alternative  in  these  cases,  together 
with  the  availability  of  Emergency  Department  and  Primary  Care  services  on  an  as- 
needed  basis  in  the  interim. 

Research  Support 

A principal  function  of  the  Health  Care  Development  Services  has  been  to 
support  the  research  activities  of  the  Clinical  Institute.  An  important  aspect  of 
that  support  is  indicated  in  the  data  on  the  work  of  the  Follow-Up  Unit  (Table  3, 
final  column).  While  knowledge  of  outcome  is  absolutely  essential  to  informed 
clinical  practice,  in  the  context  of  the  present  system  it  has  been  used  almost 
exclusively  in  the  service  of  various  treatment/research  projects.  In  a sense,  the 
dichotomy  between  treatment  and  research  becomes  invidious  with  respect  to 
Follow-Up  services,  which  may  be  thought  of  as  serving  both  functions 
simultaneously. 
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By  inducting  potential  research  subjects  into  the  system,  by  providing  a 
clinical  "backstop"  to  prevent  them  from  dropping  out,  and  by  serving  both  as  a 
control  condition  in  some  experiments  and  as  an  object  of  study  in  others,  the 
Primary  Care  Unit  makes  a crucial  contribution  to  the  research  effort  which  is  both 
obvious  and  difficult  to  quantify.  The  contribution  of  the  Assessment  Unit, 
however,  is  more  readily  quantifiable.  Tables  7 and  8 provide  some  relevant  details 
from  a recent  six-month  period  of  considerable  research  activity. 

During  this  period  almost  three-quarters  (73.2%)  of  all  clients  who  completed 
the  assessment  process  were  referred  as  subjects  to  one  or  another  of  the  ongoing 
research  projects.  Of  those  not  referred,  by  far  the  greatest  proportion  (64.5%) 
simply  failed  to  meet  one  or  more  of  the  screening  criteria  for  current  studies. 
Other  reasons  for  exclusion  from  research  studies  included  the  refusal  of  clients  to 
participate  in  assessment,  treatment,  or  research;  the  contravening  influence  of 
special  life  circumstances;  and  the  incompleteness  of  assessment  protocols  due  to  a 
variety  of  factors  including  staff  and  client  error. 

In  order  to  understand  the  balance  of  the  data,  it  is  important  to  recognize 
that  two  broad  categories  of  sociobehavioural  treatment  research  have  been 
conducted  in  the  Clinical  Institute:  non-intervention  research  and  intervention 
research.  The  latter  usually  involves  an  examination  of  the  efficacy  of  a particular 
kind  of  treatment  intervention,  relevant  examples  during  these  six  months  being 
marital  systems  therapy  and  out-patient  counselling.  Non-intervention  research,  on 
the  other  hand,  does  not  involve  the  evaluation  of  a treatment  intervention,  and  can 
therefore  be  carried  out  largely  within  the  context  of  the  assessment  process  itself 
(often  with  an  important  assist  from  the  Medical  Screening  Programme).  Relevant 
examples  in  this  category  would  be  a project  on  the  early  identification  of  alcohol 
abuse  using  multiple  psychometric  instruments  as  potential  detectors,  and  an 
evaluation  of  the  utility  of  the  General  Health  Questionnaire  in  an  alcohol  and  drug- 
dependent  population.  One  of  the  principal  advantages  of  a central  assessment 
process  is  that  the  same  clients  can  readily  be  subjects  in  more  than  one  research 
project  simultaneously.  This  is  particularly  possible  when  clients  who  have  qualified 
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as  subjects  for  intervention  studies  after  the  completion  of  their  assessment  will 
also  agree  to  serve  as  subjects  in  non-intervention  studies  prior  to  leaving  the  unit. 

Table  7 provides  a quantitative  delineation  of  the  frequency  with  which  such 
combinations  occurred  in  actual  practice.  Of  the  508  clients  referred  to  research 
during  the  six-month  period,  the  largest  single  category  (229  or  45.1%)  were  referred 
to  both  intervention  and  non-intervention  studies  simultaneously.  Some  clients  also 
participated  in  more  than  one  non-intervention  research  study.  Because  of  the 
encompassing  nature  of  intervention  research  studies,  it  is  usually  not  possible  for  a 
single  client  to  be  involved  in  more  than  one  such  study  at  the  same  time.  A high 
proportion  of  all  694  clients  entering  the  Assessment  Unit  participated  in 
intervention  research  (45.5%)  and  non-intervention  research  (60.8%).  The  reason 
that  these  figures  sum  to  more  than  100%  is,  of  course,  that  many  clients 
participated  in  more  than  one  research  study.  Table  8 shows  the  frequency 
distribution  of  the  multiple  participations  which  occurred.  One  client  during  this 
six-month  period  was  actually  a subject  in  five  different  studies!  While 
participating  in  a single  study  was  the  mode,  multiple  participation  was  sufficiently 
common  that  the  research  utility  of  eligible  clients  was  almost  doubled.  Each  client 
on  the  average  became  1.79  research  subjects. 

Summary  and  Conclusion 

The  Health  Care  Development  Services,  successors  to  the  Core  Programme  of 
the  Core-Shell  Treatment  System  Project,  have  gradually  increased  their  functional 
capacities  over  time.  This  has  been  brought  about  through  increasing  familiarity 
with  the  intricacies  of  day-to-day  operations,  and  the  consequent  development  and 
implementation  of  administrative  and  other  innovations.  The  need  to  respond 
creatively  to  practical  limitations  of  time,  space,  personnel  complement  and 
available  funding  has  been  a major  stimulus  to  this  development. 

During  one  recent  year-long  period  of  operations  the  Health  Care 
Development  services,  with  a fairly  constant  staffing  complement  of  25  individuals, 
dealt  with  more  than  three  thousand  initial  contacts.  Over  twelve  hundred  clients 
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completed  the  assessment  process,  and  more  than  eight  hundred  presented 
themselves  to  the  secondary  care  and  research  programmes  of  the  Clinical  Institute. 
In  terms  of  supporting  the  secondary  care  effort,  clients  were  prepared  to  receive 
treatment  by  a specialized  staff  of  non-treatment  personnel,  who  differentially 
distributed  them  to  a broad  spectrum  of  treatment  options,  both  intramural  and 
extramural.  In  terms  of  research  support,  in  a recent  six-month  period  almost  three 
quarters  of  all  clients  completing  assessment  were  referred  to  research  programmes 
as  subjects.  The  research  utility  of  each  client  eligible  for  one  or  more  of  the 
ongoing  research  projects  was  approximately  doubled,  primarily  by  securing  their 
simultaneous  participation  in  both  non-intervention  and  intervention  research 
studies. 

This  record  is  encouraging,  and  suggest  that  substantial  clinical  service  and 
research  support  can  be  achieved  with  a relatively  modest  staff  complement.  But 
additional  work  remains  to  be  done.  Further  administrative  innovations,  careful 
reconsideration  and  perhaps  staging  of  the  assessment  process,  and  increased 
automation  might  be  expected  to  improve  the  ability  of  the  system  to  support  both 
clinical  services  and  research  programmes,  as  well  as  improving  the  accuracy  and 
feasibility  of  measuring  various  parameters  of  such  support.  The  evolution  of  the 
Health  Care  Development  Service  is  an  ongoing  process. 
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TABLE  1 


Staffing  Pattern  of  the  Health  Care  Development  Services* 


General  Administration 

1 Head  of  Health  Care  Development  Services* 
1 Secretary* 


Primary  Care 

1 Head  of  Primary  Care* 

1 Senior  Primary  Care  Worker 
7 Primary  Care  Workers 
1 Intake  Coordinator 
1 Secretary 


Assessment 

1 Head  of  Assessment* 
6 Assessment  Workers 
1 Secretary 


Follow-up 

1 Head  of  Follow-up* 
3 Follow-up  Workers 


*Part-time 


Part-time:  5 

Full-time:  20 


Total: 


25 
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TABLE  2 

Functional  Parameters  by  Quarter* 
October  1979  — June  1981 


Time  Period 

//  of 

Initial 

Appointments 

Clients  seen, 
Primary  Care 

Clients  seen, 
Assessment 

Clients  seen, 
Follow-up 

Last  Quarter,  1979 

129** 

208.3 

58.7 

12.0 

First  Quarter,  1980 

183.7 

215.0 

82.3 

29.0 

Second  Quarter,  1980 

223.7 

227.7 

88.7 

31.3 

Third  Quarter,  1980 

227.7 

244.0 

97.3 

62.3 

Fourth  Quarter,  1980 

271.3 

322.7 

115.7 

91.0 

First  Quarter,  1981 

272.7 

304.0 

110.3 

89.3 

Second  Quarter,  1981 

254.3 

308.7 

121.0 

58.0 

* All  figures  shown  represent  monthly  averages  for  the  Quarter.  Thus,  for 
example,  Primary  Care  averaged  208.3  clients  per  month  during  the  last 
quarter  of  1979. 

**Not  an  average;  data  available  for  the  month  of  December  only. 
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TABLE  3 


Parameters  of  Flow 


Parameters 

Source 

Document 

Method 

1. 

Initial  Contacts 

Primary  Care  Report 

actual  count 

2. 

Primary  Care  Delay 

Delay  Inventory 

daily  audit,  averaged 

3. 

Primary  Care  Patients 

Primary  Care  Report 

actual  count 

4. 

Primary  Care  Attrition 

calculated 

1 - (3/1)  x 100 

5. 

Assessment  Delay 

Assessment  Report 

individual  report,  averaged 

6. 

Assessment  Patients 

Assessment  Report 

actual  count 

7. 

Assessment  Attrition 

calculated 

3 - (6/3)  x 100 

8. 

Treatment/Research  Delay 

Delay  Inventory 

daily  audit,  averaged 

9. 

Treatment/Research  Patients 

SBT*  Services  Report 

actual  count 

10. 

Treatment/Research  Attrition 

calculated 

6 - (9/6)  x 100 

11. 

Total  Attrition 

calculated 

1 - (9/1)  x 100 

12. 

Total  Delay 

calculated 

2 + 5 + 8 

*Socio-Behavioural  Treatment 
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TABLE  4 

Parameters  of  Flow 
May  1,  19X0  — April  30,  1981 


Parameter 


Total  Average 

for  Year  per  Month 


1.  Initial  Contacts  3,090 

2.  Primary  Care  Delay 

3.  Primary  Care  Patients  1,722 

4.  Primary  Care  Attrition 

5.  Assessment  Delay 

6.  Assessment  Patients  1,256 

7.  Assessment  Attrition 

8.  Treatment/Research  Delay 

9.  Treatment/Research  Patients  841 

10.  Treatment/Research  Attrition 

11.  Total  Attrition 

12.  Total  Delay 


257.5 

9.8  days 

143.5 
44 . 3% 

9.25  days 
104.7 
27.1% 

10.4  days 
70.1 
33.0% 
72.8% 
29.45  days 
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TABLE  5 

Variability  of  Parameters  of  Flow 
May  1,  1980  — April  30,  1981 


Parameter 

Maximum 

Minimum 

Maximum 

Minimum 

1. 

Initial  Contacts 

327 

200 

1.6 

2. 

Primary  Care  Delay 

24.5  days 

2.9  days 

8.4 

3. 

Primary  Care  Patients 

208 

100 

2.1 

4. 

Primary  Care  Attrition 

54.1% 

32.5% 

1.7 

5. 

Assessment  Delay 

12.5  days 

6.0  days 

2.1 

6. 

Assessment  Patients 

134 

65 

2.1 

7. 

Assessment  Attrition 

38.7% 

-12.9% 

— 

8. 

Treatment/Research  Delay 

26.25  days 

1.7  days 

15.4 

9. 

Treatment/Research  Patients 

82 

56 

1.5 

10. 

Treatment/Research  Attrition 

49.1% 

13.8% 

3.6 

11. 

Total  Attrition 

76.0% 

69.0% 

1.1 

12. 

Total  Delay 

49.5  days 

15.0  days 

3.3 

Note:  All  figures  given  are  monthly  averages  for  particular  months  during  the 
year.  Absolute  variations,  or  variations  on  a day-to-day  basis,  would  be 
much  greater. 
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TABLE  6 

Assignment  of  Clients,  % 


Programme 

Phase  II 

Pilot  Study 

Mar. -June,  1977 
(N=99) 

Jan. -Dec,  1979 
(N=649) 

Jan. -June,  1980 
(N=420) 

Primary  Care 

20.4 

17.3 

12.6 

Inpatient  Alcoholism  Unit 

17.3 

— 

— 

Relaxation  Therapy 

17.3 

3.5 

2.4 

Individual  Counselling 

13.3 

32.8 

36.4 

Inpatient  Drug  Unit  (4-South) 

9.2 

11.7 

17.4 

Day  Programme 

— 

0.3 

8.1 

Vocational  Rehabilitation 

7.1 

2.6 

2.4 

Halfway  House  (142  Spadina) 

— 

5.4 

— 

Leisure  Counselling 

— 

4.6 

0.5 

Preventive  Education  Programme 

— 

4.0 

— 

Marital  Therapy 

— 

2.2 

2.4 

Outside  Referral 

0.0 

6.6 

7.1 

No  treatment 

0.0 

4.2 

8.1 

Other  treatments 

13.4 

4.8 

2.6 

100.0 

100.0 

100.0 

Note:  Dashes  ( ) signify  that  a programme  was  not  available  for  assignment;  if  a 

programme  was  available  but  no  clients  were  assigned,  zeros  are  utilized.  Clients 
referred  to  research  projects  are  for  the  most  part  excluded. 
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TABLE  7 


Assessment  Unit  Research  Referrals 
January  - June,  1981 


Number 

Per  Cent 

Not  referred  to  any  research  project 

186 

26.8% 

Referred  to  research  projects: 

To  intervention  research  alone 

86 

To  non-intervention  research  alone 

193 

To  both 

229 

Total  research  referrals 

508 

73.2% 

Total  Assessment  Clients 

694 

100.0% 

Note: 

Total  referrals  to  intervention  research  = 86  + 229  = 315  = 45.4%  of  clients 


Total  referrals  to  non-intervention  research  = 193  + 229  = 422  = 60.8%  of  clients 
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TABLE  8 

Assessment  Unit  Research  Referrals 
January  - June,  1981 


Number  of  Clients 

X 

Number  of  Studies  = 

Number  of  Subjects 

22  7 

1 

227 

175 

2 

350 

91 

3 

273 

14 

4 

56 

1 

5 

5 

508  clients 

911  subjects 

911  subjects 

1.79  subjects  per  client 

508  clients 

■ 


MEDICAL  AND  EDUCATIONAL  COMPONENTS 


Chapter  Ten 


EARLY  MEDICAL  EXPERIENCE 


by  Barry  Sisson 


The  medical  component  of  the  Core-Shell  System  Phase  II  is  herein  described 
and  assessed  with  respect  to  efficacy  of  operation.  The  ability  of  the  present 
staffing  arrangement  to  cope  with  an  expansion  of  the  system  is  then  examined. 
Medical  findings  respecting  morbidity  are  reported  and  the  implications  of  these  are 
discussed.  The  overall  contribution  of  medical  examinations  to  the  assessment 
placement  process  is  evaluated.  In  conclusion  the  following  questions  are  addressed: 

(1)  should  the  physical  examination  be  focused  and  limited  as 
opposed  to  a "State  of  the  Art"  examination? 

(2)  should  these  examinations  be  incorporated  into  the 
Assessment  period? 

(3)  does  the  physical  examination  make  a separate  contribution 
in  assessing  the  patient's  health  status  beyond  the  C.M.I., 
data  on  drinking  and  laboratory  tests? 

Efficacy  of  Operation 

Phase  II  extended  for  a period  of  10  weeks.  A total  of  103  clients  entered 
assessment;  99  completed  the  entire  process,  and  of  these  3 failed  to  return  for 
medical  examination.  Some  difficulties  were  encountered  during  the  first  6 weeks 
in  scheduling  physical  examinations,  partly  owing  to  time  constaints  imposed  by  the 
existing  test  schedule.  Initially,  physical  examinations  were  restricted  to  between 
1600  and  1700  hours  on  Day  1 of  assessment  and  between  1400  and  1700  hours  on  Day 
II.  There  were  insufficient  time  slots  available  to  accommodate  all  the  Core-Shell 
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patients.  In  the  first  6 weeks,  50  patients  were  assessed,  25  of  these  as  in-patients 
and  25  as  out-patients  - an  average  of  8.3/week.  All  were  examined  by  physicians  in 
the  medical  out-patient  clinic.  The  time  required  to  complete  a physical 
examination  was  estimated  to  be  betwen  25  and  40  minutes.  The  time  available  for 
medical  examinations  (initially)  totalled  only  4 hours  per  week.  Thus  the  actual 
allowance  per  examination  was  4 *•  8.3  or  slightly  less  than  30  minutes.  Since  the 
examinations  were  not  timed  and  frequently  extended  well  beyond  1700  hours 
(voluntary  overtime  on  the  part  of  the  physician)  an  average  time  could  not  be 
calculated;  however,  30  minutes  would  represent  an  irreducible  minimum.  Because 
of  marked  variation  in  time  required  and  critical  scheduling,  this  time  allotment  was 
perhaps  unrealistic.  It  allowed  for  no  flexibility  when  unforeseen  delays  occurred. 
Despite  these  constraints  only  3 patients  could  not  be  scheduled  in  the  times 
allotted.  All  3 failed  to  return  for  appointments  after  completion  of  assessment, 
which  may  have  implications  for  future  planning,  e.g.  to  reduce  attrition. 

Some  difficulties  in  this  first  6 week  period  of  Phase  II  were  occasioned  by  last 
minute  changes  in  appointments.  This  created  some  frustrations  and  disruption  of 
schedules  for  the  medical  out-patient  clinic  and  the  Assessment  Unit.  Reluctance 
was  expressed  by  some  physicians  toward  doing  routine  physical  examinations  on 
ostensibly  'healthy'  people.  It  seemed  to  them  that  the  procedure  was  of  a dull, 
assembly-line  nature  employing  only  a baseline  of  their  training  and  infringing  on 
their  time  to  deal  with  more  serious  problems.  If  such  was  the  case  then  medical 
involvement  in  the  project  may  have  been  inefficacious  and  inappropriate  at  this 
point.  A further  factor  bearing  on  this  minor  difficulty  (minor  in  the  sense  that  the 
work  was  done,  but  major  in  its  implications  for  strategies  in  planning)  was  the 
somewhat  anomalous  position  of  medicine  in  the  Core-Shell  System  throughout  its 
development.  While  the  medical  examination  was  considered  essential  in  the  overall 
assessment  of  the  patient-client,  its  role  in  the  assessment  process  was  not  initially 
planned  and  came  somewhat  as  an  afterthought;  hence,  its  place  within  the  Core- 
Shell  System  had  remained  uncertain  or  ambiguous.  So  long  as  the  effectiveness  and 
efficiency  of  the  medical  examination  was  in  question,  there  continued  to  exist 
some  reluctance  to  doing  them  routinely.  This  underscored  the  need  to  generate 
more  definitive  data  on  the  utility  of  medical  examinations  both  here  and  elsewhere. 
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Until  the  latter  of  Phase  II,  with  the  appointment  of  a Coordinator  of  Medical 
Services  for  the  Core-Shell,  consistent  medical  representation  within  the  system 
was  absent.  Therefore  when  the  placement  conferences  encountered  medical 
problems  with  clients,  decisions  were  delayed  and  on-the-spot  consultations  were 
sought  with  difficulty  since  no  single  person  was  charged  with  that  responsibility. 
Similarly,  undesignated  responsibility  led  to  difficulties  in  dealing  with  problems 
arising  regarding  orders  and  medications  for  clients  during  in-patient  assessment. 

At  the  end  of  the  first  6 weeks  of  Phase  II  a decision  was  made  to  have  all 
Core-Shell  in-patients  examined  by  the  rostered  physicians,  thus  easing  the 
pressures  on  the  medical  out-patient  staff  physicians.  Though  two  groups  of 
patients  were  assessed  each  week,  a slight  cut-back  in  numbers  was  considered 
advisable.  A total  of  5 3 patients  were  assessed  in  the  second  half  of  Phase  II,  27  as 
in-patients  and  26  as  out-patients,  and  many  of  the  difficulties  described  above  were 
resolved.  The  average  number  of  patients  assessed  each  week  in  this  four  week 
period  was  14.3.  Each  of  2 rostered  physicians  on  duty  nightly  from  1700  to  0830  was 
required  to  examine  a maximum  of  2 patients  per  night.  When  there  was  a 5th 
patient,  the  physical  examination  was  done  the  following  night.  It  was  probably  not 
realistic  to  expect  these  physicians  to  exceed  this  limit  for  several  reasons:  (1)  their 
major  duties  were  to  cover  the  Emergency  Department  and  all  other  medical 
situations  which  arose  in  any  of  the  units  in  the  Institute;  (2)  the  patients  of  Core- 
Shell  were  only  available  to  them  between  1730  and  2200  hours;  (3)  between  these 
hours  much  urgent  medical  activity  occurred  in  the  Institute  and  routine  physical 
examinations  were  properly  accorded  lowest  priority. 

Projections  for  Expansion 

To  facilitate  full-scale  implementation  of  the  Core-Shell  system, 
accommodating  patients  from  all  intake  sources,  estimates  were  made  of  the 
average  number  of  patients  to  be  assessed  per  week.  (Dr.  R.  Segal  - Summary  Phase 

II). 
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In-patient 


Out-patient 


Using  in-patient  attrition  rates: 

- An  average  of  38  patients/week. 
A range  of  24-45  patients/week. 
Using  out-patient  attrition  rates: 
An  average  of  28  patients/week. 
A range  of  17-37  patients/week. 


The  capacity  of  OPD  "C"  for  general  medical  assessments  under  existing 
resources  of  staff  and  time  available  was  estimated  from  statistics  compiled  by 
Medical  Records  Department  for  two  months:  May  and  dune,  1977.  These  two 
months  were  selected  since  they  represent  the  peak  capacity  period  of  the  year  for 
OPD  "C". 


In  each  of  these  months  a total  of  64  new  patients  received  general  medical 
examinations  (Table  1).  The  figures  include  both  patients  examined  for  Core-Shell 
and  all  new  referrals  from  OPD.  The  average  number  of  patients  seen  per  week 
was,  for  May,  14.2  and  for  dune,  16;  an  average  of  15  patients/week  for  the  two-week 
period.  This  average  of  15  patients/week  obtained  for  the  medical  OPD  regardless 
of  how  Core-Shell  operated,  either  on  a 2 or  3 block  (cohort)  system  or  on  a 
continuing  admissions  basis.  It  would  require  very  careful  scheduling  and 
coordination,  had  little  flexibility,  and  was  vulnerable  to  breakdown. 

The  maximum  capacity  of  the  in-patient  route  for  medical  assessment  by 
rostered  physicians  for  a 7-day  week  was  4 patients  each  night  or  an  average  of  28 
patients/week.  The  scheduling  problems  with  this  route  were  minimal  as  the 
rostered  physicians  had  much  freer  access  to  the  patients  at  hours  outside  those  of 
the  assessment  module  team.  The  maximum  combined  capacities  of  medical  OPD 
physicians  and  rostered  physicians  for  physical  examinations  was  43  patients  per 
week. 


It  was  apparent  from  the  foregoing  that  (a)  the  out-patient  route  alone  would 
be  medically  inoperable,  and  (b)  an  in-patient  route  only  would  be  hard  pressed  to 
meet  the  maximum  predicted  caseload  for  full  implementation  of  the  Core-Shell 
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System,  and  might  be  susceptible  to  periodic  breakdown.  Alternative  arrangements 
were  needed  to  provide  greater  flexibility  and  ease  of  operation. 

Suggestions  for  consideration  in  future  planning: 

(1)  The  employment  of  several  nurse-practitioners  to  perform  screening 
examinations.  The  patients'  charts  would  be  reviewed  by  the  supervising 
physician  to  determine  whether  further  investigation/treatment  is  indicated. 

(2)  To  alleviate  restrictive  examination  time  slots,  the  medical  examinations 
could  be  conducted  in  the  interval  between  initial  patient  contact  with 
Primary  Care  and  the  assessment  process. 

(3)  Examinations  could  be  performed  by  physicians  in  private  practice  or  other 
institutions  before  admission  to  the  Core-Shell  assessment  module. 

(4)  Selective  examinations.  Depending  on  the  ability  of  the  drinking  history  data 
and  other  history  and  laboratory  tests  to  predict  morbidity,  those  patients  with 
predicted  problems  could  have  mandatory  physical  examinations,  while  the 
remainder  could  have  this  offered  as  an  elective  option. 

(5)  Shortened  examination  format.  It  is  possible  that  focused  and  limited  history 
and  examination  instruments  could  be  designed  which  would  effectively: 

a)  reduce  the  time  required  for  examination; 

b)  provide  adequate  screening  for  those  needing  further  medical  care; 

c)  ensure  consistent  data  for  research; 

d)  be  partly  self-administered  and  partly  administered  by  paramedical  persons 
or  nurse-practitioners. 

Note  that  suggetions  1,  4 and  5 could  be  combined;  nurse-practitioners,  under  the 
supervision  of  the  attending  physician,  could  perform  a focused  examination  upon 
selected  clients. 

Morbidity  in  The  Core-Shell  Population 

Ninety-two  (92)  patients  were  medically  examined  within  the  assessment 
period  of  the  Core-Shell  Phase  II.  Another  4 patients  were  examined  prior  to 
entering  assessment.  Excluding  the  diagnoses  of  alcoholism  and  drug  abuse,  47  of 
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the  96  clients  (49%)  were  found  to  have  other  significant  illnesses  which  were  either 
under  treatment,  stable,  or  which  required  some  intervention  at  the  time  of 
admission.  A total  of  3 patients  were  assigned  to  the  Acute  Medical  Ward  (AMW) 
for  further  investigation  and  treatment.  Medical  monitoring  on  an  out-patient  basis 
was  considered  sufficient  for  the  remainder  of  the  patients.  The  medical  problems 
encountered  in  Phase  II  excluding  the  diagnoses  of  Alcoholism  and  Drug  Abuse  are 
tabulated  in  order  of  decreasing  frequency,  on  the  next  page. 

The  data  on  morbidity  are  minimal  and  incomplete.  Many  diagnoses  were  not 
recorded.  Some  patients  had  disorders  related  to  their  alcohol  and  drug  abuse  which 
were  not  coded  because  they  were  inactive,  e.p  previous  hepatitis.  Others  had 
disorders  of  a dormant  or  recurrent  nature  which  were  not  listed  as  current 
diagnoses,  e.g.  asthma,  duodenal  or  gastric  ulcer,  withdrawal  seizures,  epilepsy,  etc. 
To  achieve  a truer  picture  of  the  morbidity  in  this  population,  certain  refinements  in 
data  collecting  and  recording  would  be  necessary.  For  instance,  disorders  should  be 
categorized  as  "active",  "inactive"  (dormant  or  recurrent)  or  cured.  The  degree  of 
disability  resulting  from  each  disorder  needs  categorization  also.  Finally,  clinical 
profiles  of  chronic  alcoholic  withdrawal  should  be  used  to  characterize  the 
population  (Table  2). 
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FREQUENCIES  OF  MEDICAL  PROBLEMS  - PHASE  U 


Type  of  Problem 

N 

% 

1. 

Digestive  System 

20 

23.7 

2. 

Respiratory  System 

17 

20.2 

3. 

Nervous  System 

13 

15.5 

4, 

Circulatory  System 

12 

14.3 

5. 

Mental  Disorders 

5 

6.0 

6. 

Skin  Disorders 

5 

6,0 

7. 

Genito-urinary  Disorders 

4 

4.8 

8. 

Endocrine  Disorders 

2 

2.4 

9. 

Congenital  Disorders 

1 

1.2 

10. 

Neoplasms 

1 

1.2 

11. 

Musculoskeletal  Disorders 

1 

1.2 

12. 

Miscellaneous  (symptomatic) 

3 

3.5 

84 

100.0 

Number  of  Subjects  with: 

N 

a) 

with  one  medical  problem 

21 

b) 

with  two  medical  problems 

15 

Sub  total  47  (49%)  with  problems 

c) 

with  three  medical  problems 

11 

d) 

with  no  medical  problems 

52* 

99 


* 


Three  of  these  were  not  examined  medically. 
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Of  96  patients  examined,  47  (49%)  had  significant  Medical  problems  other  than 
their  primary  dependencies.  These  problems  were  stabilized,  under  active 
treatment,  or  required  intervention/investigation  at  the  time  of  examination.  Data 
tabulated  did  not  permit  reporting  the  proportion  of  those  which  required  further 
investigation  without  a hand-sort  of  their  files.  (It  would  be  useful  to  prepare  this 
for  the  next  phase,  as  it  was  not  possible  to  determine  from  the  files  whether  any 
follow-up  was  planned  or  had  occurred  at  the  time  of  this  review.) 

Three  patients  were  admitted  to  the  Acute  Medical  Ward  for  further 
investigation  and  treatment.  Medical  follow-up  on  an  out-patient  basis  for  the 
remainder  of  those  with  medical  problems  was  judged  suitable. 

Laboratory  Findings 

Laboratory  data  were  not  coded.  This  should  be  done  to  enhance  the 
dimensions  of  the  morbidity  findings  for  any  future  study.  A random  sample  of 
patient  files  (every  4th  file)  was  reviewed  for  completion  of  laboratory  data  and 
findings.  This  check  of  24  files  revealed  the  following: 

No.  Files 


Diagnostic  tests  ordered  and  done  14 

No  diagnostic  tests  ordered  6 

Failed  to  appear  for  medical  examination  2 

Incomplete  assessment,  hence  no  tests  done  1 

Diagnostic  tests  ordered,  but  not  done  because 
the  patient  was  not  admitted  1 


24 

The  files  were  then  examined  to  determine  the  proportion  of  patients  with 
abnormal  tests.  Of  the  14  patients  who  had  diagnostic  tests  ordered  and  completed, 
it  was  found  that: 
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2 files  did  not  contain  the  results; 

5 files  had  negative  findings  in  all  laboratory  tests; 

7 files  had  abnormal  findings. 

Total  14. 

Of  12  complete  files,  7 (58.3%)  had  abnormal  laboratory  findings.  These  were 
further  categorized  as  follows: 

1.  Abnormalities  in  biochemistry  5 

2.  Abnormalities  in  haematology  1 

3.  Abnormalities  in  chest  x-ray  2 

TOTAL  ABNORMALS  10 

More  extensive  interpretation  of  these  data  was  not  warranted  because  of 
shortcomings  in  accuracy  and  completeness.  A more  refined  system  of  collecting 
and  validating  medical  information  would  permit  detailed  analysis.  This  is  necessary 
to  characterize  the  population  medically  and  to  make  valid  cross-tabulations  and 
correlations  with  other  data,  e.g.,  the  total  alcohol  comsumption  and  lifetime 
drinking  history.  A comprehensive  morbidity  study  would  then  be  possible.  The  data 
should  then  be  compared  with  standard  life  tables  or  other  appropriate  morbidity 
tables  to  give  a clearer  picture  of  its  significance.  However,  it  suggests  a high 
incidence  of  medical  impairment. 

While  it  is  a valid  and  economically  justified  procedure  in  private  pracatice  to 
order  only  those  tests  deemed  relevant  to  the  welfare  of  the  individual  patient,  the 
Clinical  Institute  is  engaged  in  research  utilizing  a very  specific  and  unique 
population.  It  should  be  decided  what  tests  should  be  routinely  ordered  to  meet  our 
obligations  to  given  research  components  in  addition  to  those  required  to  attend  to 
the  individual  patient’s  medical  needs. 

Contribution  of  Medical  Aspects  to  Core-Shell 

An  unstated  assumption  in  planning  for  Core-Shell  clients  was  that  they  were 
relatively  healthy,  since  most  of  them  presented  to  primary  care  without  medical 


- 98  - 


complaints.  It  was  therefore  reasoned  that  they  would  require  little,  if  any,  medical 
attention,  treatment  or  supervision.  However,  numerous  problems  relating  to 
patient  management  arose  during  both  in-patient  and  out-patient  assessments. 
These  problems  included: 

1.  Decisions  about  management  of  numerous  unanticipated  medical  complaints, 
including  withdrawal  symptoms  (a  characteristic  of  this  population). 

2.  Decisions  regarding  the  use  of  medications  during  in-patient  assessment. 

3.  Decisions  concerning  requirements  for  new  medication  and  returning 
surrendered  medications  at  discharge. 

4.  Decisions  about  prescribing  protective  drugs  as  part  of  treatment  (disulfiram 
and  citrated  calcium  carbimide,  etc.,)  in  the  placement  conferences. 

5.  Completion  of  requisitions  by  the  physician  for  certain  purposes  such  as 
physiotherapy,  physical  reconditioning,  relaxation,  medical  welfare,  etc. 

During  placement  conferences  the  availability  of  medical  opinion  was 
desirable  for  the  following  reasons: 

1.  Provision  of  medical  information  to  the  patient  and  the  placement  team  to 
assist  in  determining  a)  the  type  of  program  suitable  for  the  patient  with 
physical,  biochemical  or  physiological  limitations,  b)  planning  for  any  medical 
after  care  required  by  the  client,  and  c)  the  provision  of  medical  advice  and 
resources  to  primary  care  workers  for  the  clients  assigned  to  them. 

2.  The  identification  of  those  clients  medically  suitable  for  the  various  research 
projects  proceeding  in  the  Institute. 

3.  The  admission/direction  to  appropriate  services  of  clients  whose  need  for 
further  medical  investigation/treatment  precluded  their  placement  in  a shell 
program. 

Unless  physical  examination  was  done  before  or  during  the  assessment  process, 
the  problems  described  above  occurred  and  caused  considerable  delay  and  confusion. 
Without  medical  input  assessment  would  be  incomplete  and  the  placement 
conference  would  lose  an  important  aspect  of  its  decision-making  capacity.  Better 
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integration  of  medical  data  into  the  Core-Shell  system  would  enhance  its  overall 
effectiveness. 

Data-Collecting  Instruments 

(1)  The  Cornell  Medical  Index  (self-administered).  This  was  the  only  history  form 
used  - a combination  of  195  yes/no  questions  which,  in  part,  simulates  a 
traditional  function  enquiry,  history  of  (specific)  past  illness  and  assorted 
psychiatric  or  psychological  question.  Its  relevance  is  discussed  later  in  this 
report. 

(2)  Physical  Examination  Form.  This  detailed  form  was  difficult  to  read.  Certain 
parts  of  it  were  superfluous  for  a screening  examination.  Many  physical  signs 
common  in  drug  and  alcohol  abuse  were  not  itemized  on  it,  and  hence  were  not 
consistently  elicited. 

(3)  History  of  Past  Health/Family  History  Forms.  This  information  was  collected 
by  nursing  staff.  The  forms  made  no  mention  of  previous  information  for 
psychiatric  condition  or  alcohol/drug  abuse.  Such  information  was  relevant  to 
assessment,  treatment  and  research  and  should  be  included  in  the  data 
collection. 

(4)  Medical  Authorization  for  Treatment  Forms.  These  were  frequently  omitted. 
Their  use  should  be  routine. 

(5)  Authorization  for  Release  of  Information  Forms.  Information  from  outside 
physicians  and  hospitals  should  be  regularly  requested. 

(6)  Laboratory  Data  Forms.  These  are  satisfactory. 

(7)  Client's  Total  Alcohol  Consumption,  Current  and  Lifelong.  These  important 
data  were  obtained  consistently  by  assessment  workers. 

(8)  Client's  Pattern  of  Abuse  of  other  Drugs.  This  information,  pertinent  to 
medical  evaluation,  was  collected  in  the  assessment  module. 

The  data  from  forms  (7)  and  (8)  were  not  readily  available  to  the  physician. 
The  information  in  them  bears  significantly  upon  the  focus  of  the  medical 
examination,  diagnosis  and  treatment/investigation  decisions.  Arrangements  to 
facilitate  physician  access  to  these  would  be  valuable  and  helpful.  A certain 
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fragmentation  of  data  collecting,  sharing,  assimilating,  and  recording  occurred. 
This  can  be  detrimental  to  the  overall  effectiveness  of  the  system.  Improved 
methods  for  collating  and  central  storage  of  information  on  each  patient  would 
remedy  most  of  these  difficulties.  A proper  medical  evaluation  cannot  usually  be 
achieved  without  the  consideration  of  such  data.  The  physical  examination  done 
without  it  is  of  limited  usefulness.  The  contribution  and  relevance  of  the  medical 
examination  to  the  assessment  process  and  the  placement  conference  would  be 
enhanced  by  a revision  of  the  content  of  the  data  instruments  together  with 
improvement  in  the  system  for  integrating  all  pertinent  client  information.  This 
may  be  best  achievable  with  the  inauguration  of  an  automated  system. 

Related  Questions 

Three  interrelated  questions  arise  from  the  above: 

(i)  a)  Does  the  physical  examination  make  a separate  contribution  in  assessing 
the  patient's  health  status  beyond  the  C.M.I.,  data  on  drinking  and  laboratory 
tests?  or 

b)  Do  the  foregoing  adequately  differentiate  between  those  patients  who 
require  a physical  examination  and  those  for  whom  it  is  optional? 

(ii)  Should  the  physical  examination  be  focused  and  limited  as  opposed  to  a 
comprehensive  or  "state  of  the  art"  examination? 

(iii)  Should  these  examinations  be  incorporated  into  the  assessment  period? 

The  Type  of  Examination 

At  the  outset  of  Phase  II,  it  was  decided  that  a "state  of  the  art"  examination 
would  be  done  and  that  a series  of  laboratory  test,  including  tests  of  blood  and  urine 
as  well  as  chest  x-rays  were  to  be  done  on  each  client.  The  specific  tests  to  be 
ordered  were  at  the  physician's  discretion  and  dependent  on  a judgement  of  the 
individual  client's  needs.  Comments  concerning  the  collection  of  laboratory  data 
and  the  wisdom  of  leaving  this  to  individual  discretion  have  been  made  previously. 
Reference  to  the  quality  and  consistency  in  recording  physical  examination 
information  has  also  been  made  earlier. 


- 101  - 


All  medical  examinations  are  in  some  degree  limited  and  focused.  There  is  no 
universal  or  even  local  absolute  standard  for  a physical  examination.  That  the 
quality,  relevance  and  completeness  of  the  examinations  done  varied  significantly 
was  in  part  due  to  varying  individual  interest,  in  part  to  haste,  but  mainly  to  the 
absence  of  clear  guidelines  and  orientation  for  the  physicians.  In  general,  the 
examinations  conducted  in  the  medical  OPD  were  superior  to  those  done  in  the 
evenings. 

A "state  of  the  art"  examination,  if  properly  conducted,  can  be  very  useful  and 
informative  but  time-consuming.  Since  it  aims  at  diagnosis  of  unknown  conditions, 
it  tends  to  be  comprehensive  in  its  searching.  Like  other  examinations,  its  value 
depends,  first,  on  the  skill  and  judgement  of  the  physician  in  seeking  out  important 
clues;  second,  on  the  veracity  of  the  patient  as  a witness;  and  third,  on  the  patient's 
cooperation.  With  clients  in  the  Institute  there  is  the  advantage  of  knowing  what 
clues  to  seek  and  where  to  seek  them. 

A screening  examination  appropriate  to  the  needs  of  the  population  and 
consistent  with  the  treatment,  research  and  education  objectives  of  the  Institute 
could  eliminate  time  wasted  in  gathering  gratuitous  information,  ensure  a baseline 
completeness  of  data  and  remove  much  of  the  subjectivity  of  the  process.  Any 
individual  will  give  more  attention  to  some  areas,  less  to  others.  When  one  is 
focusing  on  specifics  in  a guided  examination,  checking  off  items  as  one  proceeds, 
the  chances  of  missing  the  essentials  are  minimal.  The  use  of  a focused,  well- 
defined,  screening  examination  is  a desirable,  feasible  goal  which  would  enrich  the 
value  of  assessment  for  the  patient,  the  Institute  and  the  medical  staff. 

Should  Medical  Screening  be  Incorporated  into  the  Assessment  Period? 

To  deal  with  this  question,  three  matters  must  be  considered:  1)  the  rationale 
for  Medical  Screening;  2)  the  choices  of  times  available  for  it;  and  3)  the 
practicability  of  the  choices. 
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1)  Rationale  or  purposes  of  the  Screening  examination 
To  provide  early  in  patient  contact: 

a)  an  essential  part  of  exemplary  assessment. 

b)  necessary  information  for  placement  and  follow-up. 

c)  a baseline  for  patients'  current  future  care. 

d)  data  about  the  population  for  research  purposes. 

e)  information  for  day  to  day  patient  management. 

f)  material  for  the  medical  education  programme. 

g)  potentially  reduced  attrition. 


2)  Choices: 

a)  before  entering  assessment. 

b)  during  assessment. 

c)  after  assessment. 

d)  never. 

e)  optional  or  selective  examinations  at  an  elective  time  (emergencies 
excluded). 


3)  Practicability  of  choices: 

a)  medical  screening  can  be  done  before  the  patient  enters  assessment. 
Disadvantages  exist  in  scheduling,  in  the  time-lapse  before  placement 
with  potential  changes  in  health  status,  and  in  possible  loss  of  patient 
interest  with  resultant  attrition.  If  all  screenings  were  done  prior  to 
assessment,  much  greater  numbers  would  be  scheduled  and  done, 
perhaps  needlessly,  due  to  patient  attrition  at  each  point  in  the 
process.  From  time  to  time,  however,  pre-assessment  screening 
could  be  advantageous  to  patients  and/or  staff. 

b)  screening  done  during  assessment,  as  previously  indicated,  presented 
scheduling  difficulties  especially  in  the  medical  OPD.  These  are  not 
insuperable,  however,  and  options  have  been  suggested  to  handle  the 
case-load  (see  above). 
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c)  scheduling  screening  after  assessment  either  delays  the  placement 
conference,  or  omitted,  denies  it  potentially  vital  information,  and 
produces  disruptions  in  planning.  It  is  likely  that  the  attrition  would 
be  very  high  as  3 out  of  3 patients  so  scheduled  failed  to  show. 

d)  omitting  medical  screening  as  a matter  of  policy  is  untenable  in  a 
population  with  a high  morbidity  rate. 

e)  optional  screening  could  be  offered  to  those  at  low  risk  as  indicated 
by  the  C.M.I.,  drinking  data  and  laboratory  tests.  This  would  reduce 
the  caseload  for  physicians  but  it  would  skew  the  sample  of  the 
population  for  research  purposes.  Medical  screening  for  those  at  a 
high  risk  is  necessary  if  only  medicolegally.  As  yet  there  are  no 
satisfactory  means  to  identify  these. 

From  the  above  choices  c)  and  d)  are  undesirable  or  untenable.  Choice  a)  (pre- 
assessment screening)  is  possible,  has  several  disadvantages  which  could  be  costly, 
but  may  have  merits  that  warrant  further  consideration.  Choice  e),  Mandatory 
/optional  combination,  is  economically  sound  but  unwise  due  to  the  low  accuracy  of 
predictive  measures  so  far  in  separating  high-  from  low-risk  clients.  Otherwise 
choice  e)  would  be  the  most  useful  and  economical. 

For  the  present,  the  best  choices  are,  first  b),  screening  during  assessment; 
then  a),  pre-assessment  screening;  with  the  proviso  that  e),  if  feasible,  would  be  best 
of  all. 

Does  the  Physical  Examination  make  a Separate  Contribution  in  Assessing  the 
Patient's  Health  Status  Beyond  the  C.M.I.,  Data  on  Drinking  and  Laboratory  Tests? 

To  rephrase  this  question,  "Can  the  combined  information  from  the  C.M.I., 
drinking  data,  and  laboratory  tests  predict  which  patients  require  a physical 
examination?"  Does  the  physical  examination  make  a unique  contribution  in  the 
assessment  of  the  patient's  heaith,  or  can  it  be  replaced  by  questionnaires  and 
laboratory  tests? 
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The  physical  examination  is  not  self-administered.  Its  findings  are  the  result 
of  a complex  interaction  between  a subject  cooperating  with  a highly  trained  person 
using  all  his  senses  and  a variety  of  instruments.  No  machine  is  yet  capable  of 
duplicating  this  process.  Many  diseases  can  only  be  diagnosed  or  suspected  by 
physical  examination,  which  provides  a guide  for  further  investigation  and 
treatment.  Innumerable  disorders  such  as  skin  cancer,  oropharyngeal  disease,  dental 
caries,  rectal  carcinoma,  melaena,  pediculosis,  scabies,  anaemia,  diabetes, 
neuropathy,  etc.,  are  suspect  or  found  only  by  physical  inspection  and  trained 
observation.  The  uniqueness  of  the  contribution  of  the  physical  examination  may  be 
the  presence  of  the  specially  trained  observer  using  all  his  senses  to  observe, 
interpret  and  probe  what  the  patient  cannot  observe,  interpret  or  probe.  As  Robert 
Burns  put  it: 

"Oh  wad  some  power  the  giftie  gie  us, 

To  see  oursels  as  others  see  us!" 

Finally,  the  C.M.I.  (Cornell  Medical  Index),  drinking  data  and  laboratory  tests 
do  not:  (1)  make  diagnoses 

(2)  recommend  treatments 

(3)  order  medications 

(4)  take  responsibility  for  the  care  of  the  patient. 

Nevertheless,  it  is  still  desirable  to  make  every  effect  to  reduce  the  costs  of 
medical  examination  and  to  modify  it  if  possible  by  some  simpler,  cheaper, 
manpower-conserving  measures.  To  this  end,  data  from  the  C.M.I.,  drinking  history 
and  other  pertinent  information  were  correlated  with  the  physical  examination 
results  in  an  attempt  to  determine  the  degree  to  which  the  former  could  predict  the 
presence  of  a medical  problem.  In  general,  the  results  indicated  that  the  combined 
data  on  drinking  correlated  most  closely  with  morbidity  while  the  C.M.I.  correlated 
most  closely  with  hypochondriasis.  A detailed  tabulation  and  discussion  follows. 

As  described  above,  47  patients  (49%)  were  found  to  have  significant  illnesses 
other  than  alcoholism  and  drug  abuse.  Table  3 summarizes  the  ability  of  selected 
variables  to  predict  whether  a patient  has  a medical  problem.  The  best  single 
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predictor  with  a correlation  of  .37  is  Lifetime  Drinking  Years,  that  is,  the  total 
number  of  years  a patient  has  been  drinking  as  calculated  in  the  Lifetime  Drinking 
History  interview.  Age  is  the  second  best  predictor  (r  = .32)  although  this  variable, 
not  surprisingly,  has  virtual  overlap  with  Lifetime  Drinking  Years  (r  = .95).  These 
data  indicate  that  older  patients,  especially  ones  with  a long  drinking  history,  are 
most  likely  to  require  a physical  examination.  However,  this  relationship  is  not  of 
sufficient  magnitude  to  routinely  exclude  young  patients  from  physical  examination. 

Only  two  scales,  Eyes  or  Ears  and  Frequency  of  Illness,  from  the  Cornell 
Medical  Index  have  a significant  relationship  with  the  presence  of  illness.  These 
results  are  disappointing  with  respect  to  the  predictive  validity  of  the  C.M.I. 
Although  the  C.M.I.  provides  indices  on  18  different  medical  areas,  there  is 
considerable  overlap  among  these  scales.  As  described  in  chapter  7 of  volume  II,  a 
large  general  factor  underlies  these  scales.  That  is,  if  a patient  scores  high  on  one 
scale  he  will  most  likely  score  high  on  the  other  scales.  These  scales  do  not  provide 
much  unique  information  and  tend  to  be  permeated  by  a hypochondriacal  response 
style. 


Finally,  it  is  of  interest  to  note  the  variables  in  Table  3 that  do  not 
significantly  predict  the  criterion.  A patient's  sex,  social  stability,  and  stress- 
related  changes  in  the  past  year  have  chance  level  correlations  with  the  presence  of 
a medical  problem.  Similarly,  the  MAST  and  AUI  General  Alcoholism  scales  do  not 
provide  any  predictive  capability. 

Note,  the  present  analysis  used  only  a dichotomous  variable  (presence-absence 
of  medical  problems)  as  the  criterion.  Certainly,  one  would  want  to  conduct  more 
detailed  analyses  where  the  specific  type  of  illness,  history  and  severity  were  all 
taken  into  account.  A comprehensive  study  might  be  conducted  in  which  several 
critical  variables  were  employed.  The  present  analysis  must  be  taken  as  a 
conservative  estimate  of  the  ability  of  current  assessment  variables  to  predict  the 
presence  of  medical  complications.  Instruments  currently  in  use  do  not  appear  to  be 
capable  of  distinguishing  at  a practical  level  clients  who  require  thorough  medical 
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evaluation  from  those  who  do  not.  Further  efforts  will  be  made  in  this  direction, 
including  the  use  of  multiple  rather  than  single  variables  as  predictors. 
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TABLE  1 

Medical  Records  - Statistics  for  the  Medical  O.P.D.,  1977 


MONTH 

*No.  New 
Patients 

Average 
New  Pts. 
Per  Week 

**  Appointments 
Kept 

No 

Shows 

Cancelled 

Total 

Scheduled 

Drop 

In 

Total 

Visits 

April 

51 

12.3 

134 

56 

18 

208 

4 

oo 

May 

64 

14.2 

166 

70 

19 

255 

1 

167 

June 

64 

16.0 

168 

66 

23 

257 

1 

169 

July 

56 

12.5 

118 

56 

17 

191 

4 

122 

Total  N = 

235 

13.8 

586 

248 

77 

911 

10 

596 

AVERAGE  NEW  PATIENTS  SEEN  MAY  + JUNE  = 15.0 


* Cannot  separate  Core-Shell  patients  from  other  new  patients. 

**  Cannot  separate  new  from  repeat  appointments  scheduled.  Therefore  cannot  separate  new 


from  repeat  attritions. 
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Secondary  metabolic 
effects 

Electrolyte  Imbalances 
Hypokalemia 
Hypomagnesemia  +_ 
Hypocalcemia 
Metabolic  ketoacidosis 
Lacticacidemia 
Overhydration 
Hyperglycemia 
Hypoglycemia 
Hypertriglyceridemia 
Hyperuricemia 


TABLE  2 


Clinical  Profiles  of  Chronic  Alcoholic  Withdrawal 


Primary  Alcohol  Dependence 
(withdrawal  syndrome) 


Alcohol-induced 

diseases 

Cirrhosis 
( Ascites 
( Encephalopathy 
( Varices 

( Hepatorenal  syndrome 

Hepatitis 

Peptic  ulcer 

G1  hemmorhage 

Pancreatitis 

Cerebellar  degeneration 

Dementia 

Peripheral  myopathy 
Cardiomyopathy 


Alcohol-associated 

disorders 

Dehydration 

Anemia 

Malnutrition 

Hypothermia 

Wernicke's 

encephalopathy 

Trauma 

Sepsis 

Carcinoma 

Oropharyngeal 

Laryngeal 

Bronchial 

Chronic  obstructive 
lung  diseases 
Aspiration  pneumonia 
Tuberculosis 
Dysrhythmias 
Subdural  hematoma 


Concurrent  problems 
not  alcohol  related 

Use  of  sedatives 
tranquilizers 
Diabetes  mellitus 
Epilepsy 
Hypertension 
Myocardial 
infarction 
Other  systemic 
diseases 
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TABLE  3 

Selected  Variables  For  Predicting 
The  Presence  Of  A Medical  Problem 


Variable 

Correlation 

Sample  Size 

1. 

Age 

.32* 

92 

2. 

Sex  (1  = Female,  2 = Male) 

.16 

92 

3. 

SRRS  - Stress  in  Past  Year 

-.10 

91 

4. 

MAST  - Michigan  Alcoholism 
Screening  Test 

.16 

92 

5. 

Alcohol  Use  Inventory 

General  Alcoholism 

.11 

88 

6. 

Social  Stability 

-.07 

92 

7. 

Lifetime  Drinking  Years 

.37* 

74 

8. 

Lifetime  Drinking  Total 

.21* 

74 

9. 

Lifetime  Drinking  Days 

.27* 

74 

10. 

Cornell  Medical  Index 

a.  Eyes  or  ears 

. 18* 

89 

b.  Frequency  of  illness 

.20* 

89 

*p  < .05 


Chapter  Eleven 


FURTHER  MEDICAL  EXPERIENCES 


by  Barry  Sisson 


Introduction 

This  report  comprises  a selective  description  of  some  general  and  medical 
characteristics  of  the  population  assessed  during  Phase  III.  The  morbidity  rates  are 
presented  from  several  aspects  and  compared  with  those  of  Phase  II.*  The 
incidence  of  disease  in  Phase  III  is  compared  by  systems  with  that  of  Phase  II. 
Suicide  attempts  are  briefly  analysed  and  discussed.  The  effect  on  attrition  rates  of 
obtaining  body  fluid  specimens  prior  to  assessment  is  examined. 

Data  for  the  report  were  compiled  by  individual  review  of  each  medical  file. 
Computer  storage  of  an  appropriate  medical  data  base  linked  with  the  psychological, 
social  and  demographic  data  bases  will  eventually  provide  the  means  to  produce  an 
epidemiological  study  and  to  monitor  the  changing  patterns  of  chemical  abuse.  All 
medical  assessments  in  Phase  III  were  conducted  by  two  junior  physicians,  Drs.  Irwin 
and  Sandor.  A high  degree  of  internal  consistency  and  completeness  in  the  medical 
records  was  thereby  achieved. 


* It  should  be  noted  that  the  Phase  II  and  Phase  III  populations  were  selected  on 
different  grounds.  During  Phase  III,  all  employed  clients  seeking  help  at  the  Clinical 
Institute  were  diverted  into  the  treatment  systems  project.  This  was  not  true  in 
Phase  II.  Some  problems  in  comparability  of  their  data  may  be  the  result  of  this 
different  selection  process. 
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Of  the  total  number  of  patients  starting  assessment,  56  underwent  medical 
examination.  Several  patients  examined  medically  did  not  complete  the 
psychosocial  assessment  and,  conversely,  several  patients  completing  the 
psychosocial  assessment  were  not  medically  assessed.  This  report  deals  mainly  with 
those  with  complete  medical  assessments.  Some  of  the  figures  will  differ  slightly 
from  those  in  other  parts  of  the  Phase  III  report. 

Of  the  56  patients  medically  assessed  52  (92.9%)  had  laboratory  tests  done. 
Although  only  56  of  61  starting  assessment  appeared  for  examination,  certain  data 
were  available  on  60,  viz.,  age,  sex  and  main  chemicals  of  use.  Hence  the  N varies 
and  is  noted  in  the  tables  which  follow. 

General  Characteristics  of  the  Population 

Sex  and  Age 

Of  the  60  patients,  19  were  female  and  41  were  male.  The  M:F  ratio  is  almost 
2:1  and  represents  a notable  difference  from  Phase  II  in  which  M:F  = 3.5:1.  The 
reason  for  the  increased  female  representation  is  unclear.  Again,  with  regard  to  age 
the  Phase  III  population  differs  from  that  of  Phase  II.  In  Phase  III  the  females  are  on 
average  4 years  older  than  the  males;  the  average  age  for  females  and  males  is  35.4 
and  31.5  respectively.  This  is  the  reverse  of  Phase  II  where  the  average  male  age 
was  nearly  5 years  more  than  the  average  female  age.  Though  the  sample  size  in 
both  phases  is  not  large  enough  to  permit  any  conclusions  about  the  sex/age  changes, 
these  data  may  indicate  a trend  towards  obtaining  a more  proportionate  sample  of 
the  female  population  at  a more  representative  age. 

Main  Chemical(s)  Used 

The  population  in  Phase  III  was  categorized  into  groups  according  to  the  main 
chemical  of  use.  It  was  found  practicable  and  useful  to  identify  four  separate 
categories  of  user: 


(a)  alcohol  users  without  other  significant  substance  abuse,  designated  "A". 
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(b)  alcohol  users  with  other  significant  substance  abuse  (either  single  or  multiple 
drugs),  the  mixed  users,  designated  "M". 

(c)  drug  users  of  either  multiple  or  single  drugs  without  significant  alcohol  use, 
designated  "D". 

(d)  narcotic  users,  designated  "N".  These  were  considered  together  despite  the 
fact  that  some  did  use  alcohol  or  other  drugs  because  they  present  markedly 
different  characteristics  from  the  A,  M and  D groups  and  the  sample  is  very 
small. 

The  results  are  summarized  in  Table  1. 

TABLE  1 

Population  According  to  Main  Chemical(s)  of  Use  Phase  III  (N=60) 


CHEMICAL  N % POPULATION 


A (alcohol) 

32 

53.3 

M (mixed) 

16 

26.7 

D (drug(s)) 

8 

13.3 

N (narcotic) 

4 

6.7 

80% 


20% 
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TABLE  1A 

Population  According  to  Main  Chemical(s)  of  Use  Phase  II  (N=99) 


CHEMICAL 

N 

% POPULATION 

A 

60 

60.6 

79.8% 

M 

19 

19.2 

D 

15 

15.2 

20 . 2% 

N 

5 

5.0 

From  the  point  of  view  of  main  chemical  used,  the  Phase  III  sample  is  comparable  to 
other  populations  seen  at  the  Clinical  Institute,  viz.,  Phase  II  (Table  1A). 

Of  the  60  patients  in  Phase  III,  80%  were  either  alcohol  ("A")  or  mixed  alcohol- 
drug  users  ("M").  This  proportion  is  identical  to  the  Phase  II  data.  The  slight 
increase  in  the  proportion  of  ("M")  mixed  drug  and  alcohol  users  in  Phase  III  over 
Phase  II  is  probably  not  significant  because  of  the  smaller  sample  in  Phase  III. 
Drug(s)  only  users  ("D")  and  narcotics  users  ("N")  accounted  for  the  remaining  20% 
of  the  population  in  both  Phases  II  and  III.  Their  relative  ratio  remained  constant, 
(D:N  is  15.2%  and  5.0%).  Thus  the  drug  and  narcotic  users  also  appear  to  have  a 
fairly  steady  representation  at  13-15%  and  5-6%  respectively.  The  Phase  III  sample 
was  further  subdivided  according  to  sex  and  average  age  (Table  2). 
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TABLE  2 

Chemical(s)  Used  According  to  Sex  and  Age 

Phase  III  (N  = 60) 


Sex  Chemical 

No. 

Av.  Age  Yrs. 

% Sex 

% N 

FEMALE  A 

12 

38.5 

63.2 

(66.7) 

20.0 

M 

6 

26.3  34.5 

31.6 

(33.3) 

10.0 

D 

1 

35.0 

5.2 

1.7 

MALE  A 

20 

36.2 

48.8 

(66.7) 

33.3 

M 

10 

26.5 

24.4 

(33.3) 

16.7 

31.5 

D 

7 

21.1 

17.1 

11.7 

N 

4 

57.5 

9.7 

6.7 

Figures  in  brackets  refer  to  the  population  when  N and  D are  excluded. 


It  is  noteworthy  that  the  narcotic  users  ("N")  are  a somewhat  atypical  group. 
All  are  males  with  an  average  age  almost  25  years  greater  than  that  of  the  total 
sample.  All  but  one  of  the  drug  users  ("D")  are  younger  males  (average  age  21.1 
years).  The  alcohol  users  ("A")  and  mixed  users  ("M")  of  both  sexes  are  strikingly 
close  both  in  average  ages  and  in  the  proportionate  representations  (A:M  = 2:1). 
There  appears  to  be  a progression  in  age  from  "D"  to  "M"  to  "A"  amongst  the  males 
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with  an  age  interval  from  "D"  to  "M"  of  5.4  years  and  from  "M"  to  "A"  of  9.7  years. 
One  is  tempted  to  conjecture  that  there  is  a sequential  if  not  causal  progression 
from  drug  use  ot  alcohol  and  drug  use  to  alcoholism.  The  possibility  at  least  may  be 
worth  further  study. 


TABLE  2A 

Chemical(s)  Used  According  to  Sex  and  Age 


Phase  II 

(N  = 98) 

Sex 

Chemical 

No. 

Av.  Age  Yrs. 

% Sex 

% N 

FEMALE 

A 

10 

38.0 

45.4 

10.2 

M 

5 

25.2 

22.7 

5.1 

29.8 

D 

6 

18.7 

27.3 

6.1 

N 

1 

22.0 

4.5 

1.0 

MALE 

A 

50 

40.0 

65.8 

51.0 

M 

15 

27.4 

19.7 

15.3 

35.6 

D 

7 

26.7 

9.2 

7.1 

N 

4 

32.0 

5.3 

4.1 

Comparable  figures  are  obtained  with  the  Phase  II  data,  (Table  2A).  The  main 
difference  from  Phase  III  is  that  male  narcotic  users  in  Phase  II  are  younger  in  age, 
(32.0  Phase  II  vs.  57.5  Phase  III).  The  male  drug  users  in  Phase  II  are  on  the  average 


-116- 


5.6  years  older  than  those  in  Phase  III.  These  differences  may  arise  from  the  small 
N's  for  these  groups  in  both  samples. 

The  Population  and  Morbidity 

Morbidity  rates  or  the  frequency  of  occurrence  of  various  diseases  in  the 
population  were  calculated.  The  total  sample  was  examined,  first,  according  to 
medical  and  psychiatric  conditions  identified,*  and  then  subdivided  according  to  sex. 
The  results  are  shown  below  in  Tables  3 and  4. 

TABLE  3 


Overall  Morbidity  with  Respect  to  the  Incidence  of 
Medical  and/or  Psychiatric  Conditions 

Phase  III  (N  = 56) 


Type  of  Condition  Identified 

No.  Pts. 

% Population 

1. 

No  medical  or  psychiatric  condition 

5 

8.9 

2. 

Balance  - any  with  identified  condition 

51 

91.1 

3. 

Psychiatric  condition  only  (including  all 
with  history  of  previous  suicide  attempt) 

17 

30.4 

4. 

Total  with  psychiatric  + medical  condition 

30 

53.6 

5. 

Total  with  medical  conditions  excluding 
psychiatric  only 

35 

62.5 

* NOTE:  The  majority  of  psychiatric  conditions  were  diagnosed  by  staff 
physicians,  not  by  psychiatrists.  Even  in  the  hands  of  psychiatrists, 
psychiatric  diagnoses  lack  reliability.  Therefore  this  information  must 
be  interpreted  with  caution. 
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TABLE  k 

Morbidity  According  to  Type  of  Condition 
and  Sex  (N  = 56) 

(Female  N = 18,  Male  N = 38) 


Sex 

Type  of  Condition 

No. 

% Sex 

FEMALE 

Total  with  medical  condition 

10 

55.6 

Psychiatric  diagnosis  only 

5 

27.8 

Total  with  psychiatric  condition 

11 

61.1 

MALE 

Total  with  medical  condition 

25 

65.8 

Psychiatric  diagnosis  only 

12 

31.6 

Total  with  psychiatric  condition 

19 

50.0 

Several  features  in  these  tables  are  worthy  of  comment.  Although  a raw 
morbidity  rate  of  91.1%  at  first  seems  excessively  high,  the  figure  includes  all 
conditions  active  or  symptomatic  whether  previously  diagnosed  or  new.  The  tables 
and  the  rates  of  conditions  are  largely  self-explanatory.  The  medical  morbidity  rate 
of  62.5%  compares  closely  with  other  similar  studies  done  both  at  the  A.R.F.  and 
elsewhere.  While  some  studies  have  suggested  that  increased  and  earlier  damage 
occurs  in  females  than  in  males,  this  is  not  supported  in  the  present  report.  In  fact, 
the  reverse  situation  exists  with  the  male  medical  morbidity  at  65.8%  and  the 
females  at  55.6%  and  the  females  at  55.6%  - a 10%  reduction.  The  incidence  of 
psychiatric  conditions  in  females,  however,  at  61.1%  is  some  11%  greater  than  that 
in  males  at  50.0%. 

In  an  attempt  to  find  some  corroborating  evidence  concerning  the  male: 
female  medical  morbidity  rate,  laboratory  data  were  classified  as  normal  or 
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abnormal  for  each  subject  and  the  population  was  categorized  according  to  chemical 
use  and  sex  (Table  5).  If  one  or  more  laboratory  tests  were  markedly  abnormal,  the 
client  was  so  classified.  The  tests  done  on  all  clients  included  haematologic  and 
biochemical  measures,  urinalysis  and  electrocardiographic  findings. 

TABLE  5 

Morbidity  According  to  Laboratory 
Data,  Chemical  Use  and  Sex 

(N  = 52) 


Group 

Normal 
Lab.  Test 

Abnormal 
Lab.  Test 

% Abnormal 

Total 

52 

20 

32 

61.5 

* Chemical  Used 

A 

9 

18 

66.7 

M 

3 

10 

76.9 

D 

7 

1 

12.5 

N 

1 

3 

75.0 

* Sex 

MALE 

14 

24 

63.2 

FEMALE 

7 

8 

53.3 

There  are  several  significant  features  apparent  from  this  table: 

1)  The  overall  rate  of  abnormal  laboratory  tests  of  61.5%  corresponds  very 
closely  to  the  overall  medical  morbidity  rate  of  62.5%. 
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2)  The  overall  medical  morbidity  rates  for  males  and  females  (65.8%  and  55.6% 
respectively)  correlate  closely  with  the  malerfemale  abnormal  laboratory  test 
rates  (63.2  and  53.3%  respectively). 

3)  The  highest  morbidity  rate  according  to  chemical  use  and  laboratory  tests 
(excluding  the  small,  probably  atypical  narcotic  group)  is  in  the  mixed  alcohol 
and  drug  use  group;  the  alcohol  use  group  ranks  second  while  morbidity  in  the 
drug(s)  use  group  is  least. 

The  last  finding  seemed  sufficiently  important  to  pursue  by  comparing  the 
combined  medical  and  psychiatric  morbidity  in  each  category  of  chemical  use.  The 
results  in  Table  6 generally  support  the  finding  in  (3)  above  that  the  ranked  order  of 
morbidity  is: 

(1)  mixed  alcohol  and  drug 

(2)  alcohol 

(3)  drugs. 


TABLE  6 

Morbidity  by  Chemical  Use  According  to 
Combined  Medical  and  Psychiatric  Conditions 

(N  = 56) 


Chemical  Used 

No.  Pts.  with  Diagnosis 

Total  Pts. 

% Morbidity 

A 

23 

29 

79.3 

M 

14 

16 

87.5 

D 

4 

7 

57.1 

N 

3 

4 

75.0 

All 

44 

56 

78.6 
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However,  using  Psychiatric  conditions  only  (Table  7)  the  ranked  order  of  morbidity 
shifts  to: 

(1)  mixed  alcohol  and  drug 

(2)  drug 

(3)  alcohol 

(4)  narcotic 

While  these  figures  are  interesting  and  may  indicate  some  tendencies  with  regard  to 
the  relative  stability  of  each  group,  the  N is  far  too  small  to  make  any 
generalization. 


TABLE  7 

Morbidity  by  Chemical  Use  According  to 
Psychiatric  Conditions  only 

Phase  III 


(N  = 56) 


Chemical  Used 

No.  Pts.  with  Diagnosis 

Total  Pts. 

% Morbidity 

A 

12 

29 

41.4 

M 

13 

16 

81.3 

D 

4 

7 

57.1 

N 

1 

4 

25.0 

All 

30 

56 

53.6 
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Incapacitation 

Morbidity  was  examined  from  the  point  of  view  physical  incapacitation.  In 
this  sample  most,  if  not  all,  of  the  patients  were  fully  mobile  when  they  arrived  for 
assessment.  Incapacitation  was  categorized  as  follows: 

(1)  minor  (restricted  gymnasium) 

(2)  major  (no  gymnasium) 

(3)  full  (not  ambulatory) 

Of  the  total  group  of  patients  (N  = 36)  17  (30%)  had  restricted  activities.  Only  2 of 
these  had  major  restrictions  (previous  myocardial  infarction  + seizure  disorder  + 
impaired  pulmonary  function).  Incapacitation  v.  xamined  by  sex,  and  in  Table  8 
the  result  shows  a slight  difference  only  between  sexes.  The  overall  rate  of 
restriction  is  moderate  to  high  at  30.4%,  but  26.8%  had  minor  restrictions  only.  A 
comparison  of  this  population  with  a random  matched  sample  would  allow  a much 
more  definitive  interpretation  of  these  data. 


TABLE  8 

Morbidity  According  to  Incapacitation  and  Sex 

(N  = 56) 


Sex 

No  Incapacity 

Restricted 

% Group 

Male 

26 

12 

31.6 

Female 

13 

5 

27.8 

Combined  M + F 

39 

17 

30.4 

Incidence  of  Disease  Conditions 

The  types  of  medical  conditions  encountered  in  Phases  II  and  III  are  listed 
according  to  systems  by  ranked  frequency  of  occurrence  in  Table  9. 


- 122  - 


TABLE  9 

Ranked  Frequencies  of  Medical  Conditions 
Encountered:  Phases  II  and  ID 

(N  = 56)  (N  = 99) 


Condition 

N 

Phase  III 

% Population 
Phase  III 

% Population 
Phase  II 

Respiratory 

13 

23.6 

20.2 

Gastro-Intestinal 

10 

18.2 

23.7 

Cardiovascular 

10 

18.2 

14.3 

Immuniological 

8 

14.5 

- N.T. 

Neurological 

6 

10.9 

15.5 

Genito-urinary 

6 

10.9 

4.8 

Nutritional 

4 

7.3 

- N.T. 

Abstinence  Synd. 

3 

5.4 

- N.T. 

Oto-larygological 

3 

5.4 

- N.T. 

Dermatological 

3 

5.4 

6.0 

Musculoskeletal 

3 

5.4 

1.2 

Metabolic 

2 

3.6 

2.4 

Neoplasms 

2 

3.6 

1.2 

(N.T.  = Not  Tabulated) 


Although  several  differences  are  apparent  between  Phase  II  and  III  they  are 
not  extreme  and  are  largely  accounted  for  by  changed  in  the  standardization  of 
recording  and  sampling  bias.  The  four  leading  areas  of  morbidity  remain  unchanged 
except  for  shifts  in  the  order  of  frequency. 


Suicide  Attempts 

A total  of  30  patients  (53.6%)  had  at  least  one  psychiatric  condition 
indentified,  including  as  a psychiatric  condition  any  previous  attempt  at  suicide.  Of 
this  number,  16  (28.6%  of  the  total  population)  had  psychiatric  conditions  only;  the 
remaining  14  (25%)  had  other  medical  conditions  in  addition. 


- 123  - 


Eighteen  patients  gave  a history  of  at  least  one  previous  suicide  attempt 
(several  had  made  up  to  6 or  more  attempts).  This  represents  1/3  (32.1%)  of  the 
population.  This  group  is  examined  from  the  point  of  view  of  age,  sex  and  main 
chemical(s)  of  use  in  Tables  10  and  1 1 which  follow. 


TABLE  10 

Attempted  Suicide  According  to  Sex  and  Age 


Sex 

N 

Average  Age 

% Sex 

% Total  Population 

Male 

10 

30.7 

26.3 

17.8 

Female 

8 

28.1 

44.4 

14.3 

Combined 

18 

29.3 

- 

32.1 

In  Table  10  the  age  differential  between  sexes  is  not  significant.  A more 
meaningful  study  would  result  if  the  ages  at  the  time  of  the  suicide  attempts  were 
recorded  and  correlated  with  the  stage  and  type  of  chemical  use  at  that  time.  Of 
more  importance  is  the  sex  difference  in  the  rate  of  suicide  attempts;  the  rate  for 
females  is  approximately  64%  higher  than  the  rate  for  males.  Although  the  N's  are 
small  in  Table  11  it  appears  that,  with  respect  to  a tendency  toward  suicide 
attempts,  the  mixed  alcohol  and  drug  user  is  at  much  greater  risk  than  the  alcohol 
or  drug  user.  Rates  of  suicide  attempts  in  the  general  population,  however,  are 
difficult  to  interpret  and  of  questionable  validity.  The  significance  of  suicide 
attempts  lies  in  their  impact  on  the  use  of  medical  and  psychiatric  resources  and  in 
terms  of  the  anguish  and  disruption  to  the  individual  and  society  they  produce. 
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TABLE  11 


Rates  of  Suicide  Attempts  According  to  Sex  and  Chemical  Use 
(Total:  Males  = 38,  Females  =18) 


Total  N = 56 


Sex 

Chemical 

N 

% Sex/Group 

Male 

A 

3 

30.0 

M 

5 

50.0 

D 

2 

20.0 

Female 

A 

1 

12.5 

M 

6 

75.0 

D 

1 

12.5 

Combined  M + F A 

4 

22.2 

(7.1) 

M 

11 

61.1 

(19.6) 

D 

3 

16.7 

(5.4) 

Figures 

in  brackets  refer  to  % Total  Populat: 

ion 

One  of 

the  most  consistent  findings  to 

emerge 

from  Phase 

III  is  the 

exaggerated  degree  of  morbidity  which  attaches  to  mixed  users  of  alcohol  and  drugs. 
This  subgroup  had  the  highest  rates  of  medical  and  psychiatric  morbidity,  the 
highest  rates  of  morbidity  as  examined  by  laboratory  tests,  and  the  highest  rates  of 
attempted  suicide.  Yet  it  is  probably  reasonable  to  expect  a high  degree  of 
morbidity  in  this  population,  simply  because  they  use  the  most  chemicals  regardless 
of  whether  the  chemical  use  preceded  the  morbidity  or  vice  versa. 
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Laboratory  Tests  and  Attrition 

Before  Phase  III  began  it  was  apparent  that  a group  of  patients  assessed  on  the 
weekend  would  present  difficulties  in  obtaining  routine  examinations  of  blood  and 
urine  specimens  in  time  for  the  assessment  conference,  since  only  emergency 
laboratory  services  were  available  then.  It  was  therefore  decided  to  take  advantage 
of  this  situation  by  doing  a small  study.  A proposal  was  made  to  obtain  body  fluid 
specimens  from  each  patient  scheduled  for  weekend  assessment  as  soon  as  possible 
after  the  first  contact  with  the  Primary  Care  Worker  and  then  to  examine  the 
difference  in  attrition  between  those  patients  who  had  pre-assessment  laboratory 
tests  and  those  who  had  laboratory  tests  done  during  assessment.  The  question 
posed  was  whether  the  procedure  of  taking  bodily  fluids  prior  to  assessment 
(admission)  in  any  way  affected  the  commitment  of  the  patients  to  the  process.  The 
procedures  involved  created  an  extra  load  for  the  Primary  Care  Workers  in  terms  of 
preparing  requisitions,  notifying  the  laboratory,  and  arranging  bookings.  Despite 
other  pressures  the  Primary  Care  Workers  gave  their  cooperation  and  were  able  to 
arrange  for  12  of  the  29  patients  scheduled  for  weekend  assessment  to  be  pre- 
tested. The  results  are  presented  in  Table  12. 

TABLE  12 

Weekend  Patient  Attrition  of  Pre-Assessment 
Tested  vs.  Post-Assessment  Tested 

(N  = 29) 


Stage  of  Tests 

N 

Shows 

% Shows 

% Attrition 

Pre-assessment 

12 

8 

66.7 

33.3 

Post-assessment 

17 

14 

82.4 

17.6 

Combined  (pre-  and 
post-assessment 

29 

22 

75.9 

24.1 
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Of  29  patients  scheduled  for  weekend  assessment  22  arrived  and  were 
medically  assessed  for  an  overall  show  rate  of  75.9%  and  an  attrition  rate  of  24.1%. 
Those  patients  who  had  samples  taken  for  analysis  during  or  after  assessment  had 
the  best  show  and  attrition  rate  of  any  group  at  82.4%  and  17.6%  respectively. 
Those  who  were  tested  prior  to  assessment  had  a show  rate  of  66.7%  and  a no  show 
rate  of  33.3%  - twice  the  attrition  rate  of  the  other  group.  Though  the  Ns  here  are 
too  small  to  be  conclusive,  the  figures  indicate  a tendency  towards  a negative 
correlation  between,  pre-testing  and  show  rate.  Rather  than  increasing  the 
motivation  of  clients  to  complete  assessment  in  order  to  learn  the  results  of  their 
laboratory  tests,  it  appears  that  zealously  obtaining  laboratory  samples  negatively 
effects  clients.  It  would  likely  be  therapeutically  and  economically  unwise  to 
continue  this  procedure  (pre-testing)  in  the  future. 


Chapter  Twelve 


THE  MEDICAL  SCREENING  PROGRAMME 


by  Barry  Sisson 


Introduction 

The  recognition  of  major  medical  problems  in  persons  with  substance  abuse  has 
often  been  pursued  in  a spotty,  sporadic  or  ill-defined  manner.  Despite  many 
attempts  to  screen  for  drug  abuse  and  alcoholism,  few  if  any  studies  have  focused 
attention  specifically  on  naturally  occurring  diseases  in  this  population.  Important 
as  it  is  to  identify  substance  abuse,  it  is  likewise  of  importance  to  recognize  and 
deal  with  the  medical  problems  associated  with  it.  Failure  to  do  so  misses  the 
opportunity  to  prevent,  arrest  or  cure  many  conditions  and  adds  immeasurably  to  the 
impact  of  this  problem  upon  the  individual  and  society  generally. 

An  economical  system  for  the  medical  screening  of  large  numbers  of  substance 
abusers  would  expedite  the  movement  of  non-risk  patients  into  sociobehavioural 
treatments  and  divert  the  remainder  to  appropriate  medical  care.  Such  a screening 
component,  working  in  conjunction  with  sociobehavioural  assessment,  would  enable 
staff  to  establish  the  priorities  of  the  patient's  needs.  It  would  prevent,  for 
instance,  a cardiac  patient  entering  a vigorous  fitness  programme,  or  a cirrhotic 
participating  in  controlled  drinking. 

Background 

The  primary  purpose  of  the  Clinical  Institute  is  to  conduct  research  on  the 
treatment  of  alcohol  and  drug  dependence.  At  the  same  time  it  operates  within  the 
constraints  of  any  hospital  under  the  Public  Hospitals  Act  to  provide  an  acceptable 
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standard  of  care  for  all  patients.  The  difficulties  confronting  the  medical  function 
of  the  Core-Shell  System  have  been  detailed  at  some  length  in  the  two  previous 
chapters.  The  challenge  resulting  from  these  problems  was  to  determine  how  the 
Clinical  Institute  could  meet  its  responsibility  of  identifying  and  treating  those 
substance  abusers  requiring  medical  attention  without  causing  critical  strain  upon 
its  medical  resources. 

The  population  under  consideration  was  in  many  respects  unique.  It  comprised 
a broad  cross-section  of  the  substance  abusing  community  who  presented  very 
largely  without  medical  complaints.  They  were  ambulatory  and  mainly  concerned 
with  resolving  their  substance  abuse  and  associated  sociobehaviour  problems. 
However,  it  was  learned  in  Phases  II  and  III  that  a significant  proportion  of  them  (up 
to  65%)  had  evidence  on  medical  examination  of  physical  consequences  resulting 
from  substance  abuse. 

The  medical  problems  were  of  every  degree  of  severity,  varying  from  the 
acute  and  life-threatening  to  the  chronic  and  stable;  they  affected  most  major  organ 
systems.  Their  importance  lay  in  the  degree  of  risk  they  presented  to  the 

individual's  health  and  in  the  degree  to  which  they  affected  the  appropriate 
assignment  of  the  patient  to  a suitable  sociobehavioural  treatment  programme. 
Hiring  more  physicians  for  the  purpose  of  performing  routine  medical  examinations 
was  not  feasible.  The  physicians  on  staff  were  already  fully  committed  to 

emergency  treatment,  acute  care,  teaching,  and  research. 

The  foregoing  considerations  underscored  the  need  for  an  effective  system  to 
serve  a population  which  characteristically  denies  the  existence  of  problems,  but  at 
the  same  time  is  predisposed  to  a wide  variety  of  specific  pathologies  as  a direct  or 
indirect  result  of  drug  or  alcohol  consumption.  The  experience  gained  in  the  second 
and  third  phases  of  the  Core-Shell  Project  eventually  led  to  the  creation  of  a 

specially  trained  corps  of  nurses  to  conduct  structured  medical  screening 

examination. 
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Functions  of  Medical  Screening 

The  medical  screening  of  all  applicants  to  the  Clinical  Institute  can  be  seen  to 
perform  several  important  functions. 

1)  It  fulfills  the  requirements  of  the  Public  Hospitals  Act  - a service/treatment 
function. 

2)  It  provides  clients  and  staff  with  uniformly  documented  medical  information 
for  guidance  in  programme  activities  both  as  patients  and  therapists 
respectively  - a medico-legal  function. 

3)  It  furnishes  a consistent  medical  data  base  which  can  be  used  to  increase  the 
knowledge  of  the  development  or  natural  history  of  alcohol  and  drug  related 
disorders.  It  provides  clues  concerning  how  physical  (medical-biochemical) 
processes  interrelate  with  sociobehavioural  processes.  This  can  lead  to  new 
techniques  and  concepts  in  treatment  intervention  - a research  function. 

4)  It  possesses  the  inherent  qualities  of  a learning  experience  for  "students" 
(undergraduates  and  specialists)  of  the  health  care  sciences  - an  educational 
function. 

5)  As  an  alerting  instrument  it  highlights  early  indicators  of  pathology  which 
must  be  recognized  in  time  to  help  reverse  or  arrest  some  of  the  results  of 
prolonged  chemical  abuse  - a preventive  and  treatment  function. 

Definitions  and  Roles 

"A  special  section  in  my  personal  demonology  of  the  health  field  is 
reserved  for  the  perpetrators  of  mass  screening.  With  some  gadget  or 
laboratory  test  to  peddle,  they  fall  upon  their  prey  with  self-righteous 
zeal,  selling  promises  of  prevention  or  cures  like  indulgences  to  heaven" 

(1). 

There  is  no  single  test  that  can  identify  alcohol  or  drug  dependent  persons,  much 
less  predict  those  at  risk  for  complications.  The  development  of  an  instrument  that 
could  effectively  select  alcoholics  or  drug  addicts  in  need  of  medical  attention  was 
of  major  importance.  Failure  of  available  instruments  such  as  the  Cornell  Medical 
Index  to  identify  alcoholics  requiring  medical  treatment  (See  chapter  10,  this 
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volume)  emphasized  the  need  to  develop  a method  of  screening  that  focused  on 
cardinal  symptoms  and  signs  experienced  by  "dependent”  patients. 

Before  embarking  on  the  screening  procedure,  careful  attention  had  to  be  paid 
to  objectives  and  definitions.  Screening  is  not  synonymous  with  diagnostic 
evaluation.  In  general,  screening  is  often  directed  at  an  apparently  well  population 
and  the  objective  is  to  identify  disease  or  risk  of  disease  with  tests  that  may  not 
necessarily  be  diagnostic.  In  contrast  diagnostic  evaluation  is  often  directed 
towards  patients  with  problems  or  findings  which  may  be  brought  to  light  by 
screening.  The  objective  of  diagnostic  evaluation  is  diagnosis  and  resolution  of  the 
problems  with  the  result  that  continuing  care  may  oi  may  not  eventuate.  Diagnostic 
evaluation  means  the  establishment  of  a moral,  ethical  and  medicolegal  contract 
between  patient  and  physician.  This  contract  is  binding  and  dictates  the  level  to 
which  other  health  care  workers  (e.g.  nurse  practitioners)  may  be  utilized.  Such 
distinctions  are  subtle  but  important  and  were  constantly  borne  in  mind  during  the 
development  of  the  programme. 

Medical  screening  as  described  here  is  not  a test  or  series  of  tests,  nor  simply 
a procedure  employing  an  instrument  to  differentiate  those  patients  at  risk  from  the 
medically  healthy.  It  is  a particular  type  of  structured  medical  examination,  carried 
out  by  specially  trained  personnel  (nurses)  for  specific  purposed  as  outlined. 


NURSE  PRACTITIONER  TRAINER 

Introduction 

Nurse  Practitioner  programmes  are  not  entirely  new.  In  developing  countries, 
with  a shortage  of  physicians,  nurses  have  often  functioned  as  primary  health  care 
workers  following  basic  nursing  training.  They  carried  out  many  medical  functions 
before  the  term  nurse-practitioner  was  coined.  During  the  mid-sixties 
specialization,  higher  health  costs,  and  uneven  geographic  distribution  of  physicians 
in  the  North  American  continent  stimulated  the  development  of  alternative  means 
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of  providing  medical  care.  Of  available  personnel,  the  nurse  was  the  most  suitable 
person  in  the  health  service  system  to  assume  some  of  the  duties  traditionally 
carried  out  by  physicians.  Training  programmes  were  originally  developed  to  expand 
the  role  of  the  nurse  working  under  the  supervision  of  a physician.  Programmes 
were  subsequently  developed  to  enable  the  nurse  practitioner  to  function  relatively 
more  independently. 

Rationale 

The  reasons  leading  to  the  decision  to  augment  the  role  of  nurses  by  training 
them  as  nurse  practitioners  in  the  Clinical  Institute  were  the  following: 

1)  the  necessity  of  medical  screening  as  part  of  the  general  assessment  of 
patients  going  through  the  treatment  and  treatment  research  system. 

2)  the  high  cost  of  physician  services  and  the  shortage  of  physicians;  also  the 
questionable  appropriateness  of  screening  as  part  of  the  physician's  role. 

3)  the  need  for  a cadre  of  workers  which  could,  with  appropriate  training,  carry 
out  screening  effectively. 

4)  the  need  to  increase  the  efficiency  with  which  this  was  carried  out. 

5)  the  availability  of  qualified  teaching  personnel  from  both  nursing  and  medical 
disciplines. 

6)  the  availability  of  nurses  who  could  qualify  to  function  in  expanded  roles. 

7)  the  desirability  of  enriching  or  expanding  the  role  of  the  nurse  in  certain  areas 
in  the  Clinical  Institute  where  their  skills  were  inappropriately  used  or  under- 
utilized. 


-132- 


Goals  of  Programme 

Sending  the  designated  nurses  to  an  existing  academic  programme  at  an 
outside  institution  was  considered,  but  was  not  felt  to  be  feasible  because  of 
distance  and  cost  considerations.  Moreover,  the  current  programmes  offered  by  the 
Universities  did  not  provide  sufficient  specific  attention  in  the  area  of  substance 
abuse.  The  most  appropriate  site  for  training  was  concluded  to  be  in-house,  where 
expertise  in  the  field  of  addictions  existed. 

The  overall  goal  of  the  training  programme  was  to  increase  the  registered 
nurses'  knowledge  and  skills  in  assessing  the  physical  and  psychosocial 
characteristics  of  the  chemically  dependent  person.  The  training  was  planned  to 
provide  them  with  the  knowledge,  skills  and  experience  needed  to  work 
collaboratively  with  a primary  care  physician,  and  to  accept  increased  responsibility 
and  accountability  for  making  independent  clinical  decisions. 

Training  consisted  of  both  theory  and  practice  and  was  implemented  by  means 
of  classroom  didactic  instruction,  clinical  demonstration,  and  a practicum.  Each 
step  of  the  process  involved  each  trainee  in  the  processes  of  assessment,  planning, 
intervention  and  evaluation.  Special  attention  was  paid  to  physical  assessment.  The 
trainees  were  three  registered  nurses.  They  included  the  Employee  Health  Nurse 
working  in  the  Out  Patient  Department,  a team  leader  in  the  Emergency 
Department,  and  the  nurse  from  the  Narcotic  Dependence  Programme,  also  an  Out 
Patient  Unit.  The  supervising  physician  participated  with  the  nurse  in  certain 
aspects  of  the  training  in  order  to  facilitate  a better  understanding  of  the 
responsibilities  and  skills  of  each  so  they  might  complement  each  other  in  the 
clinical  management  of  clients. 

At  the  end  of  the  training  programme,  the  nurse  was  expected  to  recognize 
the  parameters  of  normal  physical  findings  and  distinguish  them  from  the  abnormal, 
thereby  facilitating  a decision  regarding  whether  the  patient  needs  medical  referral. 
To  accomplish  this  it  was  necessary  for  the  nurse  to  develop  to  a very  high  degree 
the  skills  necessary  to  communicate  purposefully  with  patients  and  to  gather  and 
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record  data  accurately  and  systematically.  In  addition  the  training  was  designed  to 
improve  the  nurse's  health  teaching  and  counselling  skills  and  her  use  of  them  in  the 
provision  of  primary  health  care.  This  involves  carrying  out  the  following  functions 
efficiently:  data  collection,  including  history  taking,  physical  examination  and 
systematic  recording;  clinical  assessment  of  the  presenting  problems  and  charting  of 
an  appropriate  course  of  action  for  management;  initiation  of  treatment  for 
common  physical  problems  within  the  nurses'  areas  of  competence,  e.g.,  emergency 
procedures  such  as  cardiopulmonary  resuscitation,  dealing  with  grand  mal  seizures 
and  disruptive  behaviour;  communication  of  clinical  findings  accurately  and 
concisely;  appropriate  utilization  of  resources  in  the  Clinical  Institute;  and  the 
assumption  of  primary  responsibility  for  health  instruction  and  counselling.  A 
detailed  description  of  the  curriculum  for  the  training  of  nurse  practitioners  at  the 
Clinical  Institute  is  available  (2). 

The  Screening  Instrument 

The  data  collecting  instrument  used  in  the  screening  examination  was  designed 
to  meet  the  needs  of  the  substance  abusing  population  and  to  suit  the  purposes  of 
the  Clinical  Institute.  Its  organization  or  format  follows  traditional  medical  lines 
except  for  the  order  of  presentation.  Many  specific  items,  particularly  in  the 
physical  findings  section  (page  4 - medical  screening  form  - see  appendix)  were 
selected  because  they  are  representative  of  the  population  under  scrutiny,  and  are 
based  upon  existing  knowledge  of  the  frequencies  of  symptoms  and  signs  of  medical 
disorders  commonly  found  among  substance  abusers. 

In  contradistinction  to  a "state  of  the  art"  diagnostic  examination  in  which 
questions  and  inquiries  are  open-ended,  the  structured  examination  or  screening 
inquiry  is  limited  or  closed.  It  is  keyed  not  to  diagnosis  but  to  body  systems,  so  that 
areas  of  suspicion  may  be  recognized.  Thus  the  examiner  is  alerted  to  specific 
problem  areas.  The  patient  with  positive  findings  is  referred  to  the  general  medical 
clinic  (or  occasionally  the  medical  in-patient  unit)  where  physicians  can  pursue 
further  investigations  for  diagnosis  and  treatment.  If  the  screening  examination  is 
negative,  the  patient  can  confidently  be  sent  along  to  whatever  intervention  is  found 
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to  be  most  appropriate  through  the  sociobehavioural  assessment  process.  Depending 
upon  the  severity  of  the  medical  illness  and  the  nature  of  the  proposed  treatment 
intervention,  both  medical  treatment  and  sociobehaviour  treatment  may  be 
undertaken  at  the  same  time. 

The  information  elicited  on  the  first  three  pages  of  the  instrument  is  collected 
initially  in  the  Assessment  Unit.  In  most  instances  the  forms  are  self  administered. 
However,  when  there  is  a language  or  literacy  problem  or  a question  of  other  kinds 
of  impairment,  the  assessment  worker  provides  assistance  and  interpretation.  Any 
positive  responses  are  reviewed  by  the  nurse  practitioner  prior  to  examination  if 
further  elaboration  is  required.  The  only  major  area  of  inquiry  omitted  from  the 
screening  form  is  the  personal  history,  which  is  covered  in  detail  in  the 
sociobehavioural  assessment  process. 

The  elements  of  the  instrument  currently  in  use  are  as  follows  (please  refer  to 
the  Appendix  for  a copy  of  the  forms): 

a)  Face  Sheet 

The  face  sheet  begins  with  identification  data  and  a statement  confirming  the 
confidentiality  of  the  information  provided  in  the  booklet.  The  specific  items 
addressed  include  only  those  essential  if  medical  intervention  should  be  indicated. 
They  are: 

1)  Presenting  problem  - a brief  statement  by  the  client  of  his/her  reason  for 
seeking  assistance  at  the  A.R.F. 

2)  Substance  use  - a capsule  itemization  of  the  substance(s)  used;  the  frequency 
of  use;  average  daily  use;  duration  of  use  and  the  number  of  days  since  last 
use. 

3)  Prescription  drugs  - the  names  of  all  prescribed  medications  currently  taken; 
the  amount  or  daily  dosage  and  the  duration  of  use. 

4)  Past  health  - the  date  and  reason  for  the  latest  medical  visit;  known  allergies 
to  medications  or  other  substances;  occurance  of  specific  major 
diseases/conditions  and  listing  of  any  other  serious  illness,  injury  or  surgery. 
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b)  Functional  Enquiry 

Arranged  under  nine  general  systems  or  anatomical  areas  are  140  questions 
covering  all  essential  symptomatology.  All  but  seven  questions  may  be  answered 
affirmatively  by  checking  the  "yes"  column  or  negatively  by  leaving  it  blank.  The 
seven  remaining  questions  require  simply  a date  or  location  or  reason.  Three  spaces 
are  allowed  for  symptoms  not  listed. 

As  previously  noted,  this  sheet  is  reviewed  by  the  nurse  practitioner  at  the 
time  of  examination  for  elucidation.  Should  there  exist  any  uncertainty  with  regard 
to  the  significance  or  seriousness  of  a given  response,  the  nurse  pursues 
interrogation  and,  if  necessary,  consults  with  the  supervising  physician. 

c)  Family  History 

The  purpose  of  the  family  history  is  to  provide  the  examiner  with  clues  and 
directions  in  the  examination  of  the  client  as  to  the  possible  existence  of  familial, 
hereditary,  congenital  or  contagious  disease.  These  may  be  asymptomatic  in  the 
subject,  but  signs  may  be  found  on  examination  or  on  further  investigation  to 
substantiate  their  presence.  The  questions  are  as  condensed  as  possible.  They  elicit 
diseases  or  conditions  in  the  family  of  origin,  the  family  of  procreation,  and 
consanguine  relatives.  Identified  health  problems  in  this  section  are  reviewed  by  the 
nurse  practitioner  in  a manner  similar  to  the  functional  enquiry  review. 

d)  Physical  Examination 

A structured  physical  examination  sheet  (page  4 of  the  booklet)  is  completed 
by  the  nurse  practitioner  either  during  or  after  the  examination.  Noted  at  the  head 
of  this  sheet  are  height,  weight  and  vital  signs  (blood  pressure,  pulse,  respiratory 
rate).  Following  this  and  arranged  by  anatomical  regions  or  organ  systems  are 
approxiamately  100  specific  items  which  require  examination,  observation  or  testing 
by  the  examiner.  Abnormalities  detected  are  circled  and  if  necessary  described  in 
the  column  opposite.  If  any  difficulties  are  encountered  in  observing,  identifying, 
describing  or  interpreting  these,  the  supervising  physician  is  consulted.  Further 
comments  or  observations  about  the  client  may  be  appended  at  the  bottom  of  the 
sheet.  The  sheet  is  then  signed  by  the  examiner. 
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e)  Medical  Screening  Summary 

This  Form  (in  NCR  duplicate)  provides  information  for  medical  staff  and 
guidance  for  assessment  personnel  in  considering  the  assignment  of  the  client. 
Following  the  standard  identification  data  in  the  upper  right  hand  corner  of  the  page 
is  a list  of  all  the  active  medical  problems  or  conditions  identified  from  the  physical 
examination.  Immediately  below  this  the  laboratory  tests  which  have  been  ordered 
are  checked  off.  A cautionary  note  follows  indicating; 

i)  that  revision  of  some  of  the  provisional  diagnoses  may  be  necessary  when  the 
laboratory  test  results  are  available;  and 

ii)  that  no  patient  should  receive  disulfiram  until  liver  function  tests  and  the  ECG 
have  been  cleared  by  a physician. 

Section  III  provides  management  information,  indicating  whether  the  patient 
may  be  admitted  directly  to  a programme;  whether  further  general  medical  care  is 
required;  or  whether  a specialty  consultation  is  needed.  Section  IV  (orders)  informs 
programme  and  assessment  personnel  about  any  dietary  or  physical  activity 
restrictions.  Medications  which  the  patient  is  currently  using  or  which  should  be  or 
have  been  prescribed  are  noted  together  with  the  dosages  in  section  V.  The  date, 
time  and  place  of  any  medical  appointments  are  recorded  in  section  VI  when  follow 
up  is  necessary.  Diagnostic  confirmation  (section  VII)  is  signed  by  the  supervising 
physician  after  consultation  with  the  nurse  practitioner  and/or  review  of  the  clinical 
findings. 

On  completion  of  the  Medical  Screening  Summary,  one  copy  is  sent  directly  to 
the  assessment  unit,  and  one  is  kept  on  the  medical  file.  Should  further  information 
be  required,  the  nurse  practitioner  consults  directly  with  the  assessment  worker  or 
vice  versa.  Patients  who  are  found  to  be  seriously  impaired  or  in  need  or  urgent 
medical  care  are  either  admitted  to  the  medical  ward  or  referred  to  the  emergency 
or  to  other  appropriate  facilities.  Others  having  less  significant  medical  problems 
are  dealt  with  in  a variety  of  ways. 
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Medical  Screening  Sample  Analysis 

In  order  to  provide  a more  objective  appreciation  of  the  functioning  of  this 
programme,  a total  of  116  files  from  the  medical  screening  clinic  were  examined. 
The  files  were  selected  sequentially  from  patients  seen  during  the  months  of 
November  and  December,  1980.  The  information  extracted  from  the  charts  included 
the  following: 


1. 

age  and  sex 

4. 

medication/allergies 

2. 

new  diagnoses/findings 

5. 

disposition(s) 

3. 

old  diagnoses/findings 

6. 

biochemical  findings 

Description  of  Sample 

1.  Age  and  Sex 

Of  the  116  files,  ages  were  not  recorded  on  two  (2).  Of  the  remaining  114  files 
93  were  male  and  21  female.  The  malerfemale  ratio  was  thus  4.4:1.  The  average 
age  of  the  116  patients  was  32.2  years,  with  a range  of  13  to  71  years.  For  males 
the  mean  age  was  32.7  years  with  a range  of  13  to  71  years.  For  females  the  mean 
age  was  29.6  years  and  the  range  was  from  16  to  54  years.  The  median  age  of  the 
males  was  28  years,  of  the  females  26  years  and  of  the  total  sample  27  years. 

2.  Chemical  Use 

The  incidence  and  pattern  of  chemical  use  in  the  population  presenting  at  the 
Clinical  Institute  are  depicted  in  Table  I.  Slightly  less  than  one  half  of  the  clients  in 
the  sample  (44%)  use  alcohol  only  as  their  main  chemical  of  dependence  while 
almost  one-quarter  of  the  total  sample  (24%)  combine  alcohol  with  various  psycho- 
active drugs.  These  two  subgroups  thus  comprise  78%  of  the  population  sampled. 
This  is  comparable  to  similar  proportions  found  in  the  groups  studied  earlier  during 
phases  II  and  III  of  the  Core-Shell  project  (please  refer  to  previous  chapters).  Those 
using  a psycho-active  drug(s)  exclusive  of  alcohol  likewise  remained  relatively 
constant  in  proportion  (26%,  c.f.  20%  in  phases  II,  III  of  the  Core-Shell  project). 
Thus  over  a period  of  5 years  there  has  been  a notable  and  perhaps  curious 
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immutability  in  the  pattern  or  choices  of  chemicals  abused  and  the  proportional 
incidence  with  which  it  occurs.  Of  the  remaining  6%  of  the  client  sample,  5%  were 
primarily  solvent  abusers  while  only  1%  used  narcotics.  The  sample  size  is  too  small 
to  infer  any  significance  in  the  appearance  of  solvent  abusers.  However,  although 
none  were  included  in  the  phase  II  and  phase  III  reports  (due  to  different  portals  of 
entry  to  care  at  that  time)  the  clinical  impression  is  that  there  has  been  some 
increase  in  the  incidence  of  this  activity. 


N = 116 


TABLE  I 
Chemical  Use 


Chemical 

Number 

Percent  (to  nearest  integer) 

Alcohol  only 

51 

44 

Drug(s)  only 

30 

26 

Drug(s)  and  Alcohol 

28 

24 

Solvent  (all) 

6 

5 

" and  Alcohol 

(1  ) 

" and  Drug(s) 

(3) 

Narcotic  only 

1 

1 

116 

100 

3.  Past  Medical  and  Psychiatric  Disorders 

In  Table  II  a summary  of  pre-existing  disorders  in  this  sample  population  is 
listed  in  decreasing  order  of  frequency.  While  about  30%  of  the  population  had  no 
significant  pre-existing  conditions,  others  had  more  than  one  condition;  hence  the 
total  number  ot  conditions  exceeds  the  number  of  clients.  The  incidence  of  various 
conditions  rougniy  parallels  that  lound  in  phases  II  and  III  when  they  are  listed  in 
systems  rather  than  as  specific  diseases. 
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TABLE  II 

Summary  of  Past  Medical  and  Psychiatric  Disorders 


Condition  Number  Percent 


1. 

Surgical  Operations 

24 

20.7 

2. 

Psychiatric  disorders 

19 

16.4 

3. 

Suicide  attempts 

15 

12.9 

4. 

Hypertension 

13 

11.2 

3. 

Chronic  obstructive  pulmonary  disease 

12 

10.3 

6. 

Allergic  rhinitis 

8 

6.9 

7. 

Asthma 

7 

6.0 

8. 

Venereal  diseases 

7 

6.0 

9. 

Drug  allergy 

6 

5.2 

10. 

Dental  caries 

6 

5.2 

11. 

Weight  problem 

6 

5.2 

12. 

Dementia 

5 

4.3 

13. 

Hernia 

5 

4.3 

14. 

Peptic  ulcer 

4 

3.4 

15. 

Pustular  acne 

4 

3.4 

16. 

Nephritis 

2 

1.7 

17. 

Arrhythmias 

2 

1.7 

18. 

Motor  vehicle  accidents 

2 

1.7 

19. 

Eczema 

2 

1.7 

20. 

Epilepsy 

2 

1.7 

21. 

Gout 

2 

1.7 

22. 

All  Other 

19 

16.4 

172 


TOTAL 
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4.  New  Findings  Detected  by  Screening 

These  findings  are  largely  self-explanatory  and  present  no  new  or  unexpected 
information  with  regard  to  anticipated  conditions  in  a population  of  chemical 
abusers.  It  is  of  interest  to  note  that  of  79  alcohol  or  alcohol-drug  users  27,  or  over 
one  third  (34.2%),  had  hepatomegaly,  and  of  these  5 (8.1%)  also  had  splenomegaly. 
This  represents  a high  incidence,  and  it  indicates  a serious  degree  of  advanced 
alcoholism.  One  implication  is  that  a large  proportion  of  ambulatory  and  ostensibly 
healthy  patients  in  the  sample  required  further  medical  treatment  and  follow  up. 
That  number  is  considerably  greater  when  abnormal  laboratory  tests  are  also 
considered  (see  under  laboratory  findings  later  in  this  chapter).  The  results  are 
displayed  below  in  Table  III. 
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TABLE  III 

Summary  of  Medical  Findings  Detected  by  Medical  Screening 


Number 

Percent 

1. 

Hepatomegaly 

27 

23.3 

2. 

Hypertension 

10 

8.6 

3. 

Tremor  (gross)  (withdrawal) 

7 

6.0 

4. 

Splenomegaly 

5 

4.3 

5. 

Gynaecomastia 

2 

1.7 

6. 

Arrhythmias 

2 

1.7 

7. 

Hypertrophic  tonsils 

2 

1.7 

8. 

Submandibular  tumor 

1 

1 

9. 

Scabies 

1 

1 

10. 

Neurodermatitis 

1 

1 

11. 

Otitis  media 

1 

1 

12. 

Antecubital  phlehitis 

1 

1 

13. 

Dupuytren's  contracture 

1 

1 

14. 

Chronic  obstructive  pulmonary  disease 

1 

1 

15. 

Positive  serology 

1 

1 

63 

54.3 

5.  Biochemical  Findings 

Of  116  files,  eleven  (11)  were  lacking  biochemical  results  at  the  time  of 
review.  The  total  number  of  files  reported  here  is  therefore  105.  Of  the  105 
subjects  whose  biochemistry  results  were  available,  thirty-two  (32)  or  30.5%  had 
entirly  normal  results.  The  remaining  seventy-three  (73)  or  69.5%  of  subjects  were 
found  to  have  one  or  more  abnormalities  of  biochemistry.  This  degree  of  pathology, 
in  contrast  with  that  found  on  clinical  examination  (54.3%),  serves  as  a cautionary 
comment  on  the  extent  to  which  clinical  examination  alone  can  be  relied  upon  to 
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give  a true  measure  of  morbidity  in  the  chemical  abusing  population.  Some  subjects 
who  appeared  unaffected  by  their  habits  on  physical  examination  were  found  to  have 
alterations  in  their  biochemical  profiles  and,  contrariwise,  others  who  had  normal 
biochemical  profiles  exhibited  demonstrable  effects  of  chemical  abuse  on  physical 
examination.  Neither  method,  therefore,  is  complete;  both  are  required  in 
screening,  and  are  supplementary  with  a broad  area  of  overlap.  Other 
supplementary  examinations  which  were  done  on  subjects  whose  clinical  examination 
(history  or  physical  findings)  suggested  a need  were  x-ray,  ECG,  EEG,  haematology, 
etc.  These  were  not  included  in  this  review  because  of  time  and  space  constraints. 
They  served,  however,  to  reinforce  the  foregoing  assertions. 

The  following  tables  indicate  the  number  and  percent  of  subjects  with 
biochemical  abnormalities  (table  IV),  and  the  number  and  percent  of  abnormalities 
found  in  the  various  tests  done  (table  V). 


TABLE  IV 


Subjects  with  abnormal  Biochemistry 


N = 105 


Subject  Category 


Number  of 
Subjects 


Percent 
of  Total 


One  (1)  abnormal  test  only 


31 


29.5 


Two  abnormal  tests 


21 


20.0 


Three  or  more  abnormal  tests 


21 


20.0 


73 


69.5 
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TABLE  V 

Biochemical  Findings 

N = 105 


Test 

Number 

Abnormal 

Percent 

Abnormal 

Glucose 

4 

3.8 

BUN 

7 

6.7 

Electrolytes 

4 

3.8 

Na 

0 

0.0 

K 

1 

0.9 

Cl 

2 

1.9 

C02 

1 

0.9 

Bilirubins 

2 

1.9 

Akaline  Phosphtase 

39 

37.1 

SGOT  Oxaloacetic  Transaminase 

29 

27.6 

SGPT  Pyruvic  Transaminase 

21 

20.0 

SGTP  Glutamyl  Transpeptidase 

26 

24.8 

Total  Protein 

13 

12.4 

TOTAL 

149 

Because  of  the  high  incidence  of  elevated  liver  enzyme  tests  an  attempt  was 
made  to  determine  how  the  individual  tests  correlated  with  alcohol  abuse.  Alkaline 
phosphatase  was  elevated  in  39  subjects.  Of  these,  26  (66.7%)  were  alcohol  users. 
Twenty-three  (23)  of  the  subgroup  were  25  years  of  age  or  less,  and  the  majority  of 
these  were  teenagers.  Elevated  alkaline  phosphatase  in  this  group  probably  reflects 
changes  due  to  bone  growth.  Of  29  subjects  with  elevated  SGOT  tests,  26  (89.7%) 
were  primarily  alcohol  abusers,  while  2 were  solvent  sniffers  and  one  was  a narcotic 
user.  Twenty  Three  (23)  of  26  subjects  (88.5%)  with  elevated  SGTP  tests  were 
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alcohol  users;  of  the  remaining  three,  two  were  solvent  sniffers  and  one  a narcotic 
user.  All  21  subjects  (100%)  with  elevated  SGPT  tests  were  alcohol  users. 

On  the  surface,  the  SGPT  would  appear  to  be  the  most  alcohol-specific  liver 
function  test.  No  conclusion  may  be  drawn,  however,  until  all  other  causes  for 
elevation  of  each  test  are  excluded  and  an  accurate  quantitative  drinking  history 
including  number  of  days  abstinent  prior  to  venipuncture  is  obtained. 


b.  Patient  Disposition 

The  following  tables  provide  a capsule  view  of  how  the  patients  were  assigned 
to  various  programmes.  Table  VI  indicates  single  and  multiple  assignments.  At  the 
time  of  review  the  dispositions  of  11  subjects  were  not  recorded. 


TABLE  VI 

Single  vs.  Multiple  Assignments 


Number 

Percent 

1. 

Single  Assignment 

48 

42 

2. 

Multiple  Assignment 

57 

49 

3. 

No  Assignment  Recorded 

11 

9 

116 

100 
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TABLE  VII 

Treatment  Assignments 


Number 

Percent 

1. 

Primary  Care 

27 

23 

2. 

Individual  Counselling 

27 

23 

3. 

In-Patient  Drug  Programme 

11 

9 

4. 

Conjoint  Counselling 

7 

6 

5. 

Day  Treatment 

5 

4 

6. 

Outside  Programme 

5 

4 

7. 

Relaxation  Therapy 

3 

2.5 

8. 

Vocational  Counselling 

1 

1 

9. 

Narcotic  Dependence  Programme 

1 

1 

87 

75 

TABLE  VIII 

Research  Studies  Assignments 

Number 

Percent 

1. 

Early  Identification  of  Alcohol  Abuse 

37 

32 

2. 

Reactive  Effects  Study 

11 

9 

3. 

Young  Drug  Abusers  Study 

8 

7 

4. 

Clinical  Research  Unit 

1 

1 

57 

49 
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TABLE  IX 

Medical  Treatment/Consultation 


Number 

Percent 

1. 

Medical  Out  Patient  Unit 

12 

10 

2. 

Psychiatric  Consultation 

8 

7 

3. 

Neurology  Consultation 

3 

2.5 

4. 

Acute  Medical  Ward  (admissions) 

3 

2.5 

5. 

Emergency  Unit 

1 

1 

27 

23 

As  Table  IX  indicates,  almost  one  quarter  of  the  population  (27  of  116)  were 
followed  at  the  Clinical  Institute.  Others  elected  to  see  their  own  physicians  or 
were  referred  elsewhere.  The  impression  of  the  screeners  and  the  head  of  screening 
is  that  this  number  was  equal  to  or  greater  than  the  number  followed  at  the  Clinical 
Institute.  Hence,  close  to  one-half  of  the  screening  population  may  have  required 
further  medical  attention. 


Conclusion 

Since  the  inception  of  the  programme  in  the  second  half  of  1980  a total  of 
2,827  individuals  have  undergone  the  medical  screening  process.  During  the  past 
year  (April  1,  1981  to  March  31,  1982)  1,614  patients  were  screened.  Initially  there 
were  three  nurses  assigned  to  this  function  on  a part-time  priority  basis.  They 
continued  to  perform  their  regular  duties  elsewhere  in  the  Clinical  Institute. 
Usually  no  more  than  two  examiners  were  available  at  any  given  time.  This, 
combined  with  absence  due  to  shift  work,  holiday  leave  and  illness  often  resulted  in 
a heavy  strain  on  the  system  and  on  the  personnel.  Accordingly,  a second  group  of 
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three  nurses  was  trained  and  began  working  in  mid-1981.  Although  there  has  been  a 
steady  increase  in  the  number  of  clients  for  medical  screening,  the  availability  of 
the  nurse  practitioners  has  ensured  that  nearly  100%  of  them  were  examined  on 
schedule  on  the  day  of  their  arrival. 

The  nurse  practitioners  have  provided  much  greater  flexibility,  ease  of  co- 
ordination, and  management  of  patients  for  both  the  assessment  unit  and  the 
medical  staff.  Physicians  have  been  freed  to  focus  their  attention  more 
appropriately  on  patients  already  identified  by  the  programme  as  requiring  further 
investigation  or  medical  treatment.  Patients  are  now  screened  on  entering  the 
Industrial  Alcohol  Programme,  the  Drug  Treatment  Programme  and  all  out-patient 
programmes.  In  addition,  screening  has  proven  satifactory  as  a sorting  device  which 
meets  the  criteria  of  most  research  projects  for  the  selection  of  research  subjects. 
The  only  patients  who  are  not  screened  are  those  who  present  at  the  emergency 
department  or  who  are  admitted  directly  to  the  acute  medical  ward  as  transfers 
from  other  hospitals,  institutions  or  private  physicians.  The  medical  screening 
programme,  through  the  nurse  practitioners,  is  fulfilling  the  needs  of  the  patients 
and  the  Clinical  Institute.  It  is  an  empirically-based  programme  and,  as  experience 
dictates,  some  modifications  and  refinements  will  occur.  These  changes  will  be 
made  to  enhance  its  value  for  treatment,  research  and  education. 
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MEDICAL  SCREENING  SUMMARY 


I.  PROBLEMS 


NAME:  _ 
AGE:  _ 
DATE:  _ 
FILE  NO.: 


1. 

2. 

3 

4. 


5. 

6. 

7. 

8. 


II.  LAB.  TESTS  ORDERED:  (/) 


1.  Hgb. 

5.  Urine  Screen 

9 

2.  SGOT 

6.  Urinalysis 

10 

3.  GGTP 

7.  HBsAg 

11 

4.  Aik.  Phos. 

8.  Chest  X-ray 

12 

Naloxone 


NOTE:  1.  Laboratory  test  results  are  not  available  until  later.  Revision  of 
the  above  may  be  necessary  then. 

2.  No  patient  may  receive  Disulfiram  until  liver  function  tests  and 
ECG  have  been  cleared  by  a physician. 

III.  MANAGEMENT: 

1.  Admit  to  hospital  or  programme 

2.  Return  to  Primary  Medical  Care  for  follow  up 

3.  Specialty  Consultation  requestion  - Specify  

IV.  ORDERS: 

1.  Diet  restriction,  (specify) 

2.  Activity  (gym)  restriction,  (specify)  

3.  Relaxation  precautions,  (specify) 

4.  Controlled  drinking  acceptable  pending 

results  of  liver  function  tests  

3.  Controlled  drinking  contraindicated  

V.  MEDICATIONS: 


1.  4.  

2.  5.  

3 6. 

VI.  FOLLOW  UP  APPOINTMENTS: 

DATE  TIME  PLACE 

1.  

2.  

VII.  DIAGNOSTIC  CONFIRMATION: 

(To  be  completed  by  Primary  Medical  Care  Physician) 


M. 


Signature 


NAME:  

A.R.F.  CLINICAL  INSTITUTE  AGE:  

MEDICAL  SCREENING  DATE:  

THIS  INFORMATION  IS  CONFIDENTIAL  FILE  NO.:  

assessment  workers  name 

A.  PRESENTING  PROBLEM 

Please  state  your  reason  for  attending  A.R.F.: 


B.  SUBSTANCE  USE: 

Please  give  the  usual  amount  of  drugs  and/or  alcohol  you  use:  (continue  overleaf) 

Name  of  Substance  How  Often  Used  Average  Amount/Day  How  Long  Used 

1.  

2.  

3. 


Please  state  the  number  of  days  since  you  last  used  a)  Alcohol days 

b)  Drugs  days 

C.  PRESCRIPTION  DRUGS 

Please  list  any  medicines  that  you  take  regularly  by  a doctor's  prescription: 

Name  of  Medicine  Amount  Used/Day  How  Long  Used 

1. 

2. 

3. 


D.  PAST  HEALTH 


Day  Month  Year 

1.  Date  of  your  last  visit  to  a doctor  (approximate)  

2.  Reason  for  visit:  

3.  Do  you  have  allergies?  yes no - if  yes,  please  name  them  below: 

i)  to  drugs/medications:  

ii)  to  other  substances:  

Have  you  ever  had  any  of  the  following  conditions?  if  yes  check  0 


Anemia 
Asthma 
Diabetes 
Epilepsy 
Heart  Disease 


High  Blood  Pressure  Rheumatic  Fever 

Hepatitis/Jaundice  Stomach  Ulcers 

Kidney  Disease  Suicide  Attempts 

Emotional  Illness  Tuberculosis 

Pancreatitis  Venereal  Disease 


3.  Please  list  all  serious  illnesses/operations/injuries  you  have  had: 

DATE  ILLNESS/OPERATION/INJURY  DOCTOR  AND/OR  HOSPITAL 


(continue  overleaf  if  necessary) 


Are  you  affected  by  any  of  the  following?  Check  M if  yes 


A.  GENERAL  Yes 

D.  CARDIOVASULAR  Yes 

G.  LOCOMOTOR  Yes 

1.  Fatigue/Energy  Loss 

1.  Short  of  Breath 

1.  Joint  Pain 

2.  Loss  of  Weight 

2.  Chest  Pain 

2.  Joint  Stiffness 

3.  Weight  Gain 

3.  Heart  Fluttering 

3.  Joint  Swelling 

4.  Fever 

4.  Other  Heart  Trouble 

4.  Limitation  of  Joint 

Movement 

5.  Chills 

5.  Swelling  of  Ankles 

5.  Have  you  had  any 

6.  Night  Sweats 

6.  Pains  in  Legs 

broken  bones? 

7.  Usually  Feel  Hot 

7.  Varicose  Veins 

6.  Arthritis 

8.  Usually  Feel  Cold 

8.  Hemorrhoids 

7.  Back  Injury 

9.  Fainting 

9.  Have  you  ever  had  an 

8.  Back  Pain 

Electrocardiogram? 

10.  Skin  Trouble,  Rash 

9.  Muscle  Pain 

10.  Result  Abnormal? 

11.  Difficulty  Sleeping 

10.  Muscle  Weakness 

11.  Other  Heart  Tests? 

12.  Bleeding  Tendency 

11.  Deformities 

12.  When? 

1 3.  Bruising  Tendency 

12.  Foot/Leg  Trouble 

13.  Where? 

14.  Many  Infections 

13.  Arm/Hand  Trouble 

14.  Why? 

! 

15.  Other  symptoms 

j 

B.  HEAD  AND  NECK  Yes 

E.  DIGESTIVE  Yes 

H.  NEUROLOGICAL  Yes  ■ 

1 . Headaches 

1.  Loss  of  Appetite 

1.  Memory  Loss 

2.  Eye/Vision  Trouble 

2.  Trouble  Swallowing 

2.  Confusion 

3.  Hearing  Difficulty 

3.  Heartburn 

3.  Depression 

4.  Earaches/Discharge 

4.  Nausea 

4.  Nervous  (Anxiety) 

5.  Head/Ear  Noises 

5.  Vomiting 

5.  Blackouts 

6.  Sinus  Trouble 

6.  Abdominal  Pain 

6.  Loss  of  Balance 

7.  Nose  Bleeds 

7.  Gas  or  Bloating 

7.  Loss  of  Feeling 

8.  Nostril(s)  Block 

8.  Constipation 

8.  Numbness/Tingling 

9.  Hav  Fever 

9.  Diarrhea 

■ 

9.  Clumsiness 

10.  Tooth  Problems 

10.  Blood  in  Stools 

10.  Spells/Seizures 

1 1.  Sore  Tongue 

1 1 . Black  Stools 

11.  Head  Injury 

12.  Sore  Throat 

12.  Liver  Disorders 

12.  Difficulty  Walking 

1 3.  Lumps  in  Neck 

13.  Do  you  use  Laxatives? 

13.  Tremors  (shakes) 

1 4.  Neck  Pain 

14.  Food  Intolerance 

14.  Dizziness 

1 5.  Voice  Trouble 

15.  Abdomen  Swells 

15.  Hallucinations 

F. 

GENITO-URINARY  Yes 

1. 

Frequent  Urination 

2. 

Painful  Urination 

3. 

Difficult  Urination 

4. 

Difficult  Stopping  Urination 

5. 

Difficult  Starting  Urination 

6. 

Awaking  to  Urinate 

7. 

How  Often  Nightly? 

8. 

Blood  in  Urine 

9. 

Urine  Colour  Change 

10. 

Lost  Bladder  Control 

11. 

Bed  Wetting 

12. 

Loss  of  Sex  Urge 

13. 

Poor  Sex  Enjoyment 

14. 

Poor  Sex  Performance 

15. 

Other  Genital  Problem 

c. 

RESPIRATORY 

Yes 

1. 

Persistent  Cough 

2. 

Coughing  up  Phlegm 

3. 

Coughing  up  Blood 

4. 

Wheezing 

5. 

Difficult  Breathing 

6. 

Frequent  Colds/Flu 

7. 

Pneumonia 

8. 

Bronchitis 

9. 

Cigarettes  Smoked? 

10. 

Number  Smoked  Daily 

1 1. 

Number  Years  Smoking 

12. 

Date  of  Last  Chest 

X-ray? 

13. 

Date  of  Last  Tuberculin 
Test? 

14. 

Other 

I. 

WOMEN  ONLY 

Yes 

1. 

Irregular  Periods 

1 

1 

2. 

Painful  Periods 

3. 

Very  Heavy  Periods 

4. 

Lack  of  Periods 

5. 

Abnormal  Bleeding 

6. 

Abnormal  Discharge 

1 

7. 

Breast  Problem 

1 

8. 

Menopause 

9. 

Contraceptive  Pills 

10. 

Number  of  Pregnancies 

11. 

Number  of  Miscarriages 

12. 

Date  of  Last  Period 

13. 

Date  of  Last  Pap  Smear 

14. 

Other 

FAMILY  HISTORY 


BLOOD  RELATIONS 


If  dead,  Age  at 

(/)  CHECK  GIVEN  NAMES  AGE  HEALTH  PROBLEMS  Cause  of  Death  Death 


Father 

brother  sister  

Mother 


1 


2 


3 


5 


6 


7 


8 


HAS  ANY  BLOOD  RELATION  HAD?  (if  any,  enter  number  from  preceding  list  of  relations) 


Yes  No  Who  Yes  No  Who 

Yes  No  Who 

Tuberculosis 

Kidney  Disease 

Mental  Illness 

Heart  Disease 

Diabetes 

Hereditary  Disease 

High  Blood  Press. 

Strokes 

Drug  Problem 

Alcoholism 

Epilepsy 

Other 

FAMILY  MEMBERS 


(/)  CHECK  GIVEN  NAMES  AGE  STATE  OF  HEALTH 


son  daughter  Spouse 


1 


2 


3 


5 


6 


7 


HEIGHT 

NAME: 

PHYSICAL  EXAMINATION  AGE: 

cm  B.P.  (sitting)  mmHg.  DATE: 

WEIGHT 

kg  PULSE  /min.  FILE  NO.: 

REGION 

CIRCLE  ABNORMAL  ITEMS  BELOW  DESCRIPTION  OF  FINDINGS 

Cranium  - 

Skull,  scalp,  hair. 

Eyes  - 

Lids,  corneae,  pupils,  EOM,  FOV,  fundi, 
colour  vis.  (ask). 

Vision  - 

Snellen:  Jaeger  (corrected?). 

Ears  - 

Pinnae,  drums,  canals,  hearing  (W.V.)  L.<5c  R. 

Nose  - 

Nostrils  patent,  mucosa,  septum,  smell  (ask), 
sinuses. 

Mouth  - 

Teeth,  gums,  palate,  uvula,  tonsils,  mucosa, 
pharynx,  tongue. 

Neck  - 

Supple?  thyroid,  trachea,  nodes,  parotids, 
carotid  pulses. 

Chest  - 

Appearance,  palpation,  auscult.,  percussion, 
air-entry,  axillae. 

Heart  - 

Apex  (position,  rate,  rhythm),  sounds, 
bruit(?),  thrill(?),  JVP,  oedema(?)  pulses, 
varicosities. 

Breast  - 

Female,  male  (gynaecomastia?). 

Abdomen  - 

Appearance,  scars,  liver/spleen,  (tender? 
size?),  mass,  hernia,  ing.  nodes,  ascites, 
auscultation. 

Perineaum-G.U.  - 

Inspected?  yes  no 

rectal/stool  (if  done),  Pap  Done? 

Limbs  <5c  Back  - 

Spine,  joints,  feet,  hands,  Dupuytren's, 
clubbing,  liver  palms. 

Skin  - 

Colour,  rash,  scars,  moisture,  temp.,  spiders, 
jaundice  etc. 

Neurological  - 

Cranials,  motor,  sensation,  resting,  tremor, 
vibration,  reflexes,  tandem,  heel-shin, 
finger-nose,  Romberg,  I.Q.,  mood,  affect; 
evidence  of  intoxication?  withdrawal? 

Serial  Sevens,  Babcock. 

Signature  of  Examiner 


Chapter  Thirteen 


BACKGROUND  OF  THE 
CORE-SHELL  CLIENT  EDUCATION  PROGRAM 

by  Elizabeth  Bohnen 


Introduction 

The  Core-Shell  Program  is  a research-oriented  treatment  system  designed  to 
match  clients,  through  careful  assessment  (in  the  core),  with  the  most  appropriate 
of  a variety  of  treatment  options  (in  the  shell).  An  education  program,  intended  to 
convey  information  about  treatment  to  clients,  has  been  integrated  into  the 
Assessment  process  of  the  Core-Shell  System.  The  purpose  of  the  program  is  to 
prepare  clients  to  participate  in  the  placement  conference  that  concludes 
assessment.  At  the  placement  conference,  the  client,  together  with  the  assessment 
and  primary  care  worker,  selects  a treatment  program.  The  education  program 
outlines  the  treatment  system  and  the  treatment  choices.  It  also  gives  a brief 
introduction  to  the  process  of  treatment  itself.  Eventually,  an  additional  segment 
providing  information  about  alcohol  and  drug  dependence  may  be  included. 

The  program  offers  education,  rather  than  therapy,  but  aims  to  facilitate  the 
therapeutic  process.  Its  goal  is  not  to  alter  the  clients'  substance  abuse,  but  to 
encourage  them  to  stay  in  treatment.  As  Kissin,  et  al.,  note  in  their  study  of  the 
social  and  psychological  factors  in  the  treatment  of  alcoholism,  patient  acceptance 
of  a treatment  program  is  an  important  determinant  of  its  efficacy  (8).  We  are 
interested  in  examining  whether  patient  acceptance  that  is  based  on  information  and 
choice  will  be  more  effective  in  encouraging  clients  to  stay  in  treatment. 
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The  Nature  of  the  Problem 

The  high  dropout  rate  from  treatment  by  clients  with  drug  dependencies  has 
been  highlighted  in  several  studies  (1,  12,  13).  Larkin  summarizes  the  findings  by 
stating:  "the  majority  of  patients  treated  in  alcoholism  clinics  terminate  treatment 
shortly  after  it  is  initiated  ...  the  majority  terminate  long  before  it  could  be 
expected  that  it  would  be  successful".  (13,  p.  27).  As  Baekeland  reports  in  his 
review  of  treatment  dropouts:  "despite  spontaneous  improvement  and  entry  or 
reentry  into  treatment,  on  the  average  the  dropout  seems  to  do  worse  than  his 
counterpart  who  perseveres  in  treatment.  This  seems  especially  clear  in  the  more 
serious  forms  of  psychiatric  illness  such  as  psychosis,  alcoholism,  and  heroin 
addiction".  (1,  pp.  745-6). 

We  are  interested  in  discovering  if  education  can  help  reduce  attrition  from 
treatment  in  this  client-treatment-match  context.  Drug  education  programs  have 
been  used  in  primary  prevention  contexts,  but  have  met  with  very  little  success  in 
terms  of  altering  behaviour  (5,  15).  From  these  experiences  the  conclusion  has  been 
drawn  that  "no  relationship  need  be  expected  between  information  and  associated 
behaviour  ...  It  is  suggested  that  the  continued  use  of  information  to  change 
behaviour  — in  light  of  the  information  that  such  approaches  do  not  have  the  desired 
effect  — is  support  for  the  conclusion  that  information  alone  will  not  change 
behaviour."  (1 5,  p.  1). 

In  most  of  the  cases  evaluated,  it  was  the  educators,  not  the  clients,  who 
defined  the  problem.  The  Core-Shell  target  group  differs  from  the  usual  group  dealt 
with  in  drug  education  efforts.  The  clients  who  will  be  involved  in  the  program  will 
have  presented  themselves  for  treatment.  Either  they  are  self-referred,  or  have 
been  referred  or  perhaps  coerced  by  others  such  as  an  employer  or  spouse.  In  any 
case,  in  contrast  to  the  drug-education  projects  where,  by  and  large,  the  educators 
are  the  ones  who  perceive  the  problem,  the  Core-Shell  clients  are  aware  that  there 
is  a problem  and  have  already  taken  action  to  deal  with  it.  We  are  interested  in 
examining  how  this  difference  might  facilitate  learning  and  ultimately  reduce 
attrition. 
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The  timing  of  the  program  aims  to  reinforce  the  client's  readiness  to  learn. 
The  client  is  about  to  be  assessed  in  order  to  determine  the  nature  of  the  problem 
and  the  most  suitable  treatment.  This  is  an  extremely  significant  moment  for 
clients,  although  more  so  for  some  than  for  others,  depending  on  the  motivation  for 
seeking  treatment,  the  nature  of  the  problem,  and  the  history  of  other  treatment. 
Times  like  this  are  often  referred  to  as  "teachable  moments".  In  the  same  way  that 
children's  learning  follows  a developmental  course,  so  adults  learn  when  they  are 
ready  to  do  so.  (9).  Usually  this  readiness  to  learn  coincides  with  life  crises  or 
changes  in  social  roles.  Therefore,  most  adult  learning  tends  to  be  problem-centred, 
with  an  eye  to  immediate  application  (10). 

One  of  the  major  advantages  of  building  an  educational  program  into  the  Core- 
Shell  assessment  process  is  that  the  clients  will  be  able  to  make  immediate  use  of 
the  information  at  the  placement  conference.  We  will  aim  to  present  the 
information  in  a systematic,  objective,  accurate  fashion,  with  clear  linkages  to  the 
process,  problem,  and  decision  at  hand.  We  are  not  presenting  the  information 
"alone",  but  in  a specific,  problem  solving  context.  The  information  is  reinforced  by 
the  primary  care,  assessment,  and  treatment  components.  Specific  content 
components  of  the  program  have  evolved  from  the  research  and  exploration  done  in 
the  area  of  patient  education  and  related  fields  as  discussed  below. 


Information  About  the  Treatment  System 

The  structure  and  function  of  the  A.R.F.  and  the  flow  of  the  treatment  system 
may  well  be  bewildering  and  frightening  to  a new  client.  George  Steiner,  in 
Nostalgia  for  the  Absolute,  discusses  his  theory  that  humans  need  to  have  a 
"theology"  or  "mythology"  within  which  to  order  the  world.  He  posits  that  Marx, 
Levi-Strauss,  and  Freud  all  attempted  to  fill  the  vacuum  left  with  the  decline  in  the 
role  played  by  formal  religious  systems  in  Western  society  (24).  Some  learning 
theorists  posit  that  an  important  part  of  learning  is  generalizing  from  the  specific  -- 
that  humans  need  to  order  their  world  into  categories  or  systems  (11,  p.  58;  20).  By 
telling  clients  about  the  structure  of  their  treatment  system,  we  hope  to  try  to  meet 
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that  need  for  order,  for  a cognitive  framework,  to  give  structure  to  the  events  that 
they  have  been  and  will  be  experiencing.  Information  about  the  A.R.F.  and  Core- 
Shell  System  will  aim  to  give  clients  a further  understanding  of  the  process  and 
structure  through  which  they  are  progressing  and  of  which  they  are  the  central 
focus.  In  addition  to  the  ethical  consideration,  it  is  hoped  that  information  will 
reduce  the  clients'  anxiety  and  that  this  understanding  and  reduction  of  anxiety  will 
ultimately  increase  their  investment  in  the  treatment  process.  This  overview  of  the 
treatment  system  will  also  serve  to  lead  into  the  discussion  about  the  specific 
treatment  programs,  and  relates  to  the  research  discussed  in  the  next  section. 


Information  about  Treatment  Programs 

Giving  clients  information  about  treatment  might  focus  either  on  the  selection 
of  treatment  choices  and/or  the  role  of  the  client  in  treatment. 

1.  Helping  to  choose  a treatment  program 

Obitz  (21)  discovered  that  alcoholic  clients,  after  viewing  different  therapy 
styles  on  videotape,  had  a definite  preference  for  specific  treatments.  He 
encourages  an  exploration  of  matching  clients  with  their  treatment  of  choice. 
Lazare,  et  al.,  (16)  have  used  what  they  term  the  "customer  approach  to  patient- 
hood"  in  a psychiatric  clinic.  The  clinicians  are  trained  to  elicit,  in  detail  and  with 
precision,  information  from  the  clients  about  what  they  want  in  order  to  alleviate 
their  symptoms.  A process  of  negotiation  is  encouraged  whereby  client  and 
therapist  work  out  together  what  seems  to  be  the  most  appropriate  and  desirable 
action  to  be  taken.  In  their  report  they  describe  how  the  customer  approach 
improves  patient  care,  patient  satisfaction,  and  staff  morale. 

Lazare  et  al.  (16)  believe  that  this  alteration  in  the  doctor-patient  relationship 
may  be  particularly  beneficial  in  the  treatment  of  clients  of  lower  socio-economic 
status.  They  note  the  dropout  rate  from  psychotherapy  of  up  to  sixty  per-cent  after 
the  first  interview,  and  attribute  this  to  the  difference  in  goals  between  clients  and 
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therapists.  The  clients,  especially  those  from  the  lower  socio-economic  group, 
expect  the  therapist  to  be  active,  warm,  directive,  medical  in  orientation,  and 
willing  to  give  advice.  The  clinicians  expect  to  be  non-directive  and  require  the 
clients  to  be  introspective  and  verbally  active.  Lazare  believes  that  the  customer 
approach,  because  it  is  more  goal-directed  and  responds  to  clients'  stated  requests, 
is  likely  to  be  more  satisfactory  to  these  kinds  of  clients,  and  that  the  drop-out  rate 
will  hence  decrease.  The  Core-Shell  System,  which  builds  on  client  selection,  is 
using  the  customer  approach  to  treatment.  An  education  program  could  aim  to 
facilitate  an  informed  choice. 

The  customer  approach  to  treatment  is  congruent  with  the  experience  of  adult 
educators  who  find  that  adults  usually  see  themselves  as  autonomous,  independent 
pesonalities,  and  resent  being  placed  in  situations  that  violate  this  self-concept. 
However,  while  adulthood  can  bring  with  it  a sense  of  autonomy  and  depth  of 
experience  which  helps  learning,  it  can  also  generate  fixed,  rigid  patterns  of 
thinking  and  behaving  that  may  hinder  the  learning  process  (10).  The  education 
program  must  take  these  factors  into  account  as  well  as  the  characteristics  of  our 
client  group  who  may  have  somewhat  different  views  of  themselves  and  are  in  a 
situation  where  they  may  feel  particularly  vulnerable  and  dependent.  It  will  be 
necessary  to  match  the  learners  with  the  appropriate  teaching  method  (7). 

Mayer  and  Timms'  work,  The  Client  Speaks  (18),  corroborates  Lazare's 
discussion  on  the  customer  approach,  especially  for  working-class  clients.  They 
studied  satisfied  and  dissatisfied  working  class  clients  in  England  who  had  come  for 
help  to  a Family  Welfare  Association.  They  note  that  clients'  reactions  to 
treatment  are  positively  and  significantly  affected  by  the  degree  to  which  the  social 
worker's  behaviour  conforms  to  the  clients'  expectations.  However,  these 
expectations  are  not  clearcut,  but  are  implicit,  basic  preconceptions  about  the  ways 
they  expect  social  workers  to  deal  with  their  difficulties.  And  often  these 
expectations  differ  radically  from  the  worker's  expectations,  in  a fashion  similar  to 
Lazare's  description.  One  woman  describes  her  experience  with  her  case-worker:  ... 
"But  all  the  lady  wanted  to  do  was  talk  - what  was  he  like  when  he  gambled,  did  we 
quarrel,  and  silly  things  like  that.  She  was  trying  to  help,  and  it  made  me  feel  good 
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knowing  someone  cared.  But  you  can't  solve  a problem  by  talking  about  it. 
Something's  got  to  be  done!"  (18,  p.  1).  One  can  see  the  confusion,  frustration  and 
treatment  difficulties  that  result  from  differing  expectations  and  concommitant 
behaviour. 

Mayer  and  Timms  are  skeptical  about  changing  clients'  beliefs  about 
treatment.  These  beliefs  may  be  based  on  world-views  that  are  largely  intractable, 
given  that  they  have  been  functional  for  the  client.  Instead  they  opt  for  supportive, 
directive  counselling  for  those  clients  who  expect  it.  They  suggest  that  if  one  does 
try  to  alter  clients'  expectations  about  treatment,  it  is  crucial  to  learn  more  about 
the  source  and  nature  of  their  views  and  values.  They  do  not  exclude  the  possibility 
of  insight-oriented  treatment,  but,  rather,  feel  that  it  is  not  appropriate  for 
everyone. 

This  skepticism  about  reeducating  clients  regarding  treatment  is  not  shared  by 
all.  There  is  some  indication  as  discussed  below  that  clients  can  be  reeducated  to 
have  attitudes  that  are  more  congruent  with  the  therapy  process  and  hence  stay  in 
treatment  longer. 

2.  Information  about  client's  role  in  treatment 

Using  education  to  change  clients'  attitudes  about  treatment  has  been  tried  in 
a number  of  medicl  settings,  and  is  a departure  from  the  traditional 
medical/surgical  model.  Orne  and  Wender  (22)  list  the  underlying  assumptions  of 
normal  medical  and  surgical  treatment,  as  seen  by  the  patient:  the  patient  is 
relatively  passive;  his  or  her  job  is  to  allow  the  physician  to  proceed  with  the 
treatment;  the  doctor's  task  is  to  make  the  patient  well;  medical  treatment  is 
sometimes  quickly  effective  and  sometimes  prolonged,  but  the  patient's  personal 
feelings  have  little  to  do  with  results;  causality  is  often  simple  and  generally 
physical;  and,  in  summary,  the  medical  patient  must  allow  the  physician  to  work  on 
him  or  her  with  as  little  inteference  as  possible.  As  we  have  seen  from  Mayer  and 
Timms  (18)  and  Lazare  (16),  these  are  the  attitudes  many  clients  bring  to 
psychotherapy  as  well;  the  medical  model  is  likely  the  source  of  those  attitudes. 
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The  growth  of  self-help  groups  and  books  written  for  use  by  the  layperson, 
such  as  Our  Bodies , Ourselves,  (2)  are  a reaction  to  this  passive  model.  The  concept 
of  self-care  is  increasingly  seen  as  an  integral  part  of  the  health-care  system  (17). 
Physicians  themselves  have  begun  to  experiment  with  involving  patients  in 
treatment  in  an  active  way  by  educating  them  about  treatment  and  recovery.  One 
study  attempted  to  reduce  postoperative  pain  by  encouragement  and  detailed 
instruction  to  patients.  A control  group  was  not  given  information  about 
postoperative  pain,  while  a special-care  group  was  given  complete  discriptions  of 
what  to  expect  after  surgery,  reassurance  that  having  pain  was  normal,  explanation 
about  its  causality  and  how  to  alleviate  pain  by  relaxation  of  muscles,  and  how  to 
use  the  trapeze  for  mobility.  It  was  discovered  that  the  special-care  group  required 
fewer  postoperative  narcotics  and  appeared  to  be  more  comfortable  and  in  better 
condition  than  the  control  group,  as  recorded  by  independent  observers  (4). 

Orne  and  Wender  (22)  have  explored  the  use  of  pretreatment  education  in 
psychotherapy.  They  believe  there  is  a strong  positive  relationship  between  a 
patient's  accurate  perception  of  psychotherapy  and  its  ultimate  success.  Through  an 
educational  process  called  "anticipatory  socialization"  they  prepare  patients  for 
psychotherapy  by  providing  a clarification  of  the  role  of  patient  and  therpist,  and  a 
general  outline  of  the  course  of  therapy.  They  have  noticed  a positive  significant 
difference  in  patients'  responses  to  treatment  who  have  been  socialized  into 
treatment. 

Sloane,  et  al.,  (23)  studied  several  different  educational  formats,  in  order  to 
test  the  socialization  process.  While  they  report  positive  significant  differences  in 
patients'  total  adjustment,  there  was  no  significant  difference  in  target  symptoms, 
number  of  visits,  or  appointments  kept.  Patients  addicted  to  drugs  were  excluded  as 
inappropriate  to  psychotherapy.  Heine  and  Trosman  (6)  found  that  mutuality  of 
expectation  between  patient  and  therapist  was  a significant  variable  for  continuance 
in  therapy.  Yalom  et  al.  (26)  found  that,  by  using  an  educational  program  designed 
to  prepare  clients  for  group  therapy,  they  were  able  significantly  to  improve  the 
rate  of  engagement  in  the  therapuetic  task.  However,  as  in  the  Sloane  study,  drug 
addicts  adn  alcoholics  were  excluded,  and  the  sample  was  largely  middle-class. 
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Because  drug-dependent  clients  were  excluded  from  the  previous  studies,  a 
role  induction  study  done  at  A.R.F.  is  of  particular  interest.  It  was  discovered  that 
therapist-led  discussion  groups  on  the  out-patient  treatment  process  reduced  the 
discrepancy  between  clients'  expectations  of  treatment  and  the  reality  they 
experienced  as  measured  by  an  expectation-reality  questionnaire  (27). 

It  remains  to  be  seen  whether  it  is  the  information  about  treatment  or  the 
process  of  the  role-induction  modelling  client  involvement  that  is  the  important 
variable  in  reduction  of  attrition. 


Information  about  Alcohol  and  Drug  Dependence 

Some  work  has  been  done  exploring  the  effect  of  education  about  alcohol  and 
drug  dependence  on  duration  in  treatment.  Uecker  (25)  has  studied  the  effects  of 
education  about  alcohol  and  alcoholism  on  alcoholics.  He  looked  at  its  effect  on 
their  attitudes  toward  treatment  as  correlated  with  gains  in  knowledge  about 
alcohol.  His  work  suggests  that  education  about  alcohol  may  be  ineffectual  in 
changing  attitudes  about  treatment  and  in  encouraging  clients  to  remain  in 
treatment. 

Uecker  discovered  that  most  subjects  initially  scored  high  on  a Knowledge  of 
Alcoholism  test  and  those  who  scored  highest  improved  their  scores  the  least.  He 
hypothesizes  that  the  program  may  have  been  boring  and  repetitious  for  many 
clients.  It  consisted  of  lectures,  films,  and  discussions  for  twenty-five  hours  per 
week  for  up  to  two  months.  Certainly  for  the  many  clients  with  high  level  of 
knowledge,  a program  of  this  duration  could  well  have  been  boring  and  frustrating. 
Uecker  also  found  that  those  patients  with  favourable  initial  attitudes  toward 
treatment  had  final  scores  that  correlated  negatively  with  gains  in  knowledge. 
However,  initial  favourable  attitudes  toward  alcohol  education  tended  to  correlate 
positively  with  subsequent  gains  in  knowledge.  Uecker  suggests  that  alcoholics  who 
are  well-motivated  toward  treatment  may  be  disappointed  at  being  offered  such  an 
intensive  educational  program.  Others,  favourably  inclined  toward  alcohol 
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education,  make  progress  in  gains  of  knowledge.  His  findings  suggest  that  any 
educational  program  has  to  be  carefully  geared  to  the  clients'  attitudes  and  level  of 
knowledge. 

Gains  in  knowledge  in  four  out  of  Uecker's  five  knowledge  areas  were 
positively  related  to  improvement  in  attitudes  toward  alcohol  education.  However, 
no  relation  was  found  between  duration  of  treatment  and  either  gains  in  knowledge 
or  improvements  in  attitudes  toward  alcohol  education.  In  fact,  improvement  in 
attitudes  toward  treatment  correlated  negatively  with  days  in  treatment.  Further, 
there  was  no  evidence  of  a relationship  between  growth  in  knowledge  of  alcoholism 
and  post-treatment  abstinence,  as  measured  by  self-reports. 

Uecker  suggests  that  clients  were  perhaps  too  impaired  by  anxiety,  depression 
or  acute  brain  syndrome  to  be  capable  of  efficient  learning.  Also,  as  previously 
mentioned,  those  many  with  high  levels  of  knowledge  tended  to  become  bored  with 
the  program.  He  suggested  that  the  negative  relation  between  improvement  in 
attitude  toward  treatment  and  duration  of  treatment  raises  questions  about  what  is 
the  optimal  period  of  inpatient  treatment  for  alcoholics.  Uecker's  findings  suggest 
caution  in  implementing  a component  about  drug  dependence  and  the  necessity  of 
carefully  gearing  the  program  to  the  clients'  level  of  knowledge. 

Fenton  Moss  (19)  describes  an  educational  program  used  in  conjunction  with  an 
assessment  process.  This  program  is  of  longer  duration  than  the  Core-Shell 
program,  but  offers  some  useful  parallels.  Moss  believes  that  an  alcoholic,  upon 
first  seeking  treatment,  has  high  needs  for  supportive  listening  and  acceptance,  help 
in  relating  life  circumstances  to  his  or  her  excessive  drinking,  and  to  be  given  hope 
for  the  future.  Moss  feels  a structured,  educational  program  can  best  meet  these 
needs.  That  is,  the  program  offers  continued  acceptance,  understanding,  protection, 
while  the  patient  gains  time  to  recuperate,  find  a direction,  and  begin  to  have  some 
self-understanding. 

Moss  studied  the  percentage  of  improvement  and  deterioration  of  his  alcoholic 
patients  and  found  that  the  group  who  had  only  the  educational  program  did  not  do 
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as  well  as  those  who  received  the  program  plus  ongoing  treatment.  Both  groups  did 
improve,  however,  with  improvement  rates  of  50%  and  65.5%  respectively.  He  did 
not  compare  the  rate  of  improvement  between  the  group  who  received  both  and  a 
group  who  received  only  treatment,  a major  gap  in  terms  of  our  focus.  His  work 
suggests,  however,  that  an  education  program  may  be  perceived  as  "safe"  by  clients 
and  therefore  be  a positive  introduction  into  the  treatment  system. 

Larkin's  work  on  requests  and  expectations  that  alcoholics  bring  to  treatment 
(12)  is  of  use  in  examining  the  role  of  alcohol-focussed  education.  Larkin 
hypothesized  that  patients,  as  a group,  would  state  that  their  reasons  for  drinking 
would  be  of  a personal  rather  than  an  interpersonal  nature,  and  that  the  solution  to 
their  problems  would  be  to  focus  on  alcohol  as  opposed  to  other  aspects  of  their 
lives.  Further,  he  hypothesized  that  the  initial  treatment  interviews  of  patients  who 
drop  out  of  treatment  would  have  focussed  on  events  not  related  to  alcohol  abuse, 
and  that  the  therapist  would  have  instigated  more  of  the  non-alcohol  discussion  than 
the  patients.  The  data  were  interpreted  in  support  of  the  hypotheses.  Since  the 
research  was  of  a post  hoc  nature,  cause  and  effect  relationships  could  not  be 
determined,  but  indicated  one  future  focus  for  studying  attrition:  if  treatment  was 
very  focussed  specifically  on  the  substance  of  abuse,  in  the  initial  interviews, 
perhaps  attrition  could  be  reduced.  This  is  similar  to  Lazare's  customer  approach 
(16)  and  Mayer  and  Timms'  (18)  concern  for  making  treatment  concretely  related  to 
clients'  expressed  needs. 

Larkin  and  McCready  are  testing  the  effects  of  a five-session  pre-treatment 
education  program  on  client  dropout  from  treatment  (14).  The  program  gives  some 
information  on  treatment,  but  mainly  concentrates  on  information  about  alcoholism. 
By  directly  responding  to  clients'  expected  interest  in  alcohol  abuse,  rather  than  any 
underlying  psychodynamics,  the  researchers  hope  to  capture  the  clients'  interest,  so 
that  they  remain  in  treatment  longer. 


- 164  - 


Program  Objectives 

Out  of  this  context  three  specific  objectives  have  been  developed.  These 
appear  to  be  the  most  appropriate  for  the  setting  and  the  most  promising  in  terms  of 
research. 

The  specific  objectives  are: 

1.  To  increase  clients'  knowledge  about  the  Addiction  Research 
Foundation  and  the  Core-Shell  System. 

2.  To  increase  clients'  knowledge  about  the  treatment  programs 
available  to  them  and  the  nature  of  the  treatment  process. 

3.  To  increase  clients'  knowledge  about  alcohol  and  drug  dependence. 

Increasing  clients'  level  of  knowledge  about  the  Addiction  Research 
Foundation,  the  Core-Shell  System,  treatment  programs,  and  the  nature  of  the 
treatment  process  relates  to  the  "customer  approach  to  patienthood"  and  the 
patient-education-role-inducation  work.  Information  about  drug  dependence  is 
based  on  the  work  of  Uecker  and  Larkin.  Moss's  experience  with  an  education 
program  relates  to  the  total  program. 

It  is  important  to  have  the  program  mesh  logistically  with  the  assessment 
process.  It  is  also  important  to  design  a program  that  matches  the  clients'  level  of 
knowledge.  Uecker's  study  and  results  point  to  the  need  for  a careful  examination 
of  clients'  level  of  knowledge,  receptivity  to  learning,  and  learning  needs.  After  the 
program  is  implemented  we  may  begin  to  pre-  and  post-test  for  increases  in  level  of 
knowledge  about  the  treatment  system,  the  treatment  programs,  and  drug 
dependence  as  well  as  determine  whether  the  key  variables  are  in  fact  the  content 
of  the  program  or  the  process.  It  will  be  important  to  examine  whether  knowledge 
retention  as  preparation  for  the  treatment  match  is  the  important  variable,  or 
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whether  the  very  fact  that  we  engage  clients  in  an  educational  process  is  the  most 
important  factor  in  encouraging  client  acceptance  of  treatment. 


Conclusion 

Assessment  workers  and  primary  care  workers  convey  information  to  clients  of 
an  educational  nature.  The  education  program  itself  will  broaden  and  intensify  this 
experience.  The  education  program  will  not  aim  to  offer  treatment  per  se,  but 
rather  will  be  a support  to  the  treatment  process.  This  program  will  thus  be  part  of 
a total  assessment  and  treatment  system,  and  complement  the  other  facets  of  the 
assessment,  placement  and  treatment  processes.  The  message  to  be  conveyed 
through  the  education  program  is  that  we  respect  the  clients'  right  to  have 
information  about  the  process,  the  problems  and  the  solutions.  This  is  our  ethical 
responsibility.  We  also  hope  that  the  information  given  will  serve  to  reduce 
attrition  from  treatment  by  better  preparing  clients  for  the  treatment  selection  and 
process. 
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Chapter  Fourteen 


AN  EDUCATIONAL  PROGRAMME  FOR  CLIENTS 


by  Elizabeth  Bohnen 


Programme  Purpose 

The  phenomenon  of  client  attrition  from  treatment  has  been  well  documented 
(1)  and  is  one  of  the  problems  to  which  the  Core-Shell  Programme  addresses  itself. 
The  educational  programme  provided  for  clients  during  assessment  was  a new 
addition  to  the  Programme  in  Phase  III,  and  has  had  as  its  ultimate  goal  reduction  in 
client  attrition  from  treatment.  In  Phase  III  the  programme  took  place  at  the  end  of 
Day  1 of  assessment  for  the  weekday  block  of  clients  only.  It  was  not  designed  to 
change  clients'  substance  abuse,  but  rather  to  encourage  client  engagement  in  the 
treatment  process  itself.  The  programme  complemented  the  primary  care- 
assessment-placement-treatment  process. 

The  programme  oriented  the  client  to  the  treatment  system  and  described 
each  treatment  programme  in  the  Shell.  On  the  basis  of  this  information  the  client 
participated  in  the  decision  about  treatment  together  with  the  Assessment  and 
Primary  Care  Worker.  As  well,  clients  received  information  about  the  client's  role 
in  treatment.  In  previous  phases  Primary  Care  and  Assessment  Workers  conveyed 
this  information  to  clients.  The  educational  programme  was  designed  to  offer  the 
programme  more  systematically,  with  consistency  and  objectivity,  using  the  group 
process  to  reinforce  the  information.  Primary  Care  and  Assessment  Workers 
continued  to  convey  some  information  to  the  clients.  Each  part  of  the  system  was 
mutually  reinforcing  since  the  information  was  reiterated  at  different  points  in  the 
assessment  process. 
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It  was  hoped  that  the  involvement  of  the  clients  in  an  educational  programme 
would  convey  respect  for  their  right  to  information  about  treatment  and  the 
treatment  system,  and  a positive  valuation  of  their  self-direction  and  active 
involvement  in  the  recovery  process. 

At  some  point  in  the  future  an  additional  educational  component  providing 
information  about  alcohol  and  drug  abuse  will  be  explored.  Presently,  various 
A.R.F.  pamphlets  are  made  available  to  clients.  This  aspect  of  the  programme  can 
be  developed  more  fully  once  pre-tests  to  assess  clients'  level  of  knowledge  in  these 
specific  areas  have  been  developed. 


Theoretical  Background 

A detailed  outline  of  the  relevant  investigations  into  the  role  education  can 
play  in  altering  client  behaviour  in  treatment  will  be  found  in  the  previous  chapter. 
Briefly,  the  concept  of  the  programme  evolved  from  studies  in  patient  education 
done  in  a surgical  setting  (3),  and  work  done  on  role  induction  (4,  12,  13,  15).  These 
studies  looked  at  ways  of  changing  clients'  expectations  of  treatment  and  behaviour 
during  treatment  by  involving  them  in  an  educational  process. 

Of  additional  interest  was  the  work  done  on  client  preference  (5,  11),  the 
"customer  approach  to  treatment,"  (8),  and  the  recent  lay  interest  in  self-help  (2,  9). 
Interest  in  eventually  providing  a programme  on  facts  about  drug  abuse  relates  to 
work  done  by  Uecker  (14),  Moss  (1),  and  Larkin  (6,  7).  These  various  studies  have 
investigated  the  role  that  education  about  dependence  can  play  in  attrition  from 
treatment. 


Programme  Objectives 


The  specific  objectives  for  the  programme  were: 
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1.  To  increase  clients'  knowledge  about  A.R.F.  and  the  Core-Shell  System. 

Clients  entering  the  treatment  system  may  be  bewildered  or  frightened  by 
the  setting  and  events  occurring  within  it.  By  providing  an  in-depth 
orientation  it  was  hoped  to  reduce  clients'  anxiety  and  thereby  facilitate 
their  investment  in  treatment  and  the  treatment  system. 

2.  To  increase  clients'  knowledge  about  treatment  choices. 

At  the  placement  conference  clients  are  encouraged  to  state  their 
treatment  preference  so  that,  together  with  their  Primary  Care  and 
Assessment  Workers,  a decision  that  satisfies  both  the  clients  and  the 
system  can  be  made.  If  clients  could  express  an  informed  opinion,  based 
on  accurate  information  about  the  treatment  programmes,  it  was  hoped 
that  a better  match  between  client  and  treatment  would  be  made.  It 
would  be  of  interest  to  explore  whether  clients  will  be  more  invested  in 
treatment  and  stay  longer  in  a programme  that  they  have  selected,  and 
selected  on  the  basis  of  solid  information. 

3.  To  increase  clients'  knowledge  about  the  client  role  in  treatment. 

In  addition  to  preparing  clients  for  making  a decision  about  treatment, 
the  educational  programme  explained  the  clients'  role  in  treatment,  so 
that  they  would  hopefully  have  realistic  and  accurate  expectations  about 
treatment.  The  programme  particularly  emphasized  the  importance  of 
clients'  active  participation  in  the  treatment  process.  It  also  explained 
how  treatment  could  help  clients  identify  how  they  benefit  from  their 
drug  or  alcohol  use,  and  help  them  find  healthy  substitutes. 
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The  Programme  Plan 

The  programme  took  place  at  the  end  of  Day  1 of  Assessment.  It  therefore 
preceded  the  placement  conference  by  a full  day,  allowing  time  for  clients  to  think 
over  the  options,  ask  questions  of  their  Assessment  Worker,  and  clarify  their 
choices.  Coming  at  the  end  of  Day  1,  it  also  provided  the  clients  with  an 
opportunity  to  ask  questions  about  assessment  and  express  to  each  other  whatever 
feelings  they  might  be  having  about  assessment.  The  group  could  give  each  other 
support  at  this  time,  if  individuals  were  finding  the  assessment  difficult.  It  was 
hoped  that  group  members  could  help  each  other  clarify  information,  and  share 
information  about  treatment  from  the  consumer's  view-point. 

The  Programme  lasted  for  IK2  to  2 hours,  and  included: 

1.  Introductions,  where  clients  gave  their  names  and  where  they  came  from 
as  one  item  of  "safe"  background  information.  This  served  to  begin  to 
acquaint  clients  with  each  other,  and  the  coordinator  with  them.  It 
aimed  to  set  a personal,  relaxed  tone,  hopefully  facilitating  questions 
and  discussion. 

2.  Explanation  of  the  purpose  of  the  programme  and  the  agenda. 

3.  Description  of  the  Addiction  Research  Foundation  and  the  services 
offered  at  the  Clinical  Institute. 

4.  Overview  of  the  Core-Shell  Treatment  System;  emphasis  on  client 
participation  in  the  decision-making  at  the  placement  conference. 

5.  A structured  discussion  exploring  the  reasons  for  and  effects  of 
substance  abuse.  This  discussion  tried  to  help  clients  understand  some  of 
the  basic  ways  treatment  can  help  clients  change  behaviour.  Treatment 
approaches  such  as  the  need  for  self-disclosure,  client  involvement, 
identification  of  healthy  substitutes  for  drugs  or  alcohol,  are  thereby 
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identified  and  linked  to  concrete  reasons  for  and  effects  of  abuse,  as 
seen  from  the  clients'  perspective. 

6.  A description  of  treatment  choices  currently  available  to  clients. 

7.  Written,  anonymous  evaluation  of  the  educational  programme  by  the 
client. 

8.  A.R.F.  pamphlets  including  the  Clinical  Institute  Patients'  Handbook 
were  made  available. 

A specifically  prepared  client  manual,  "Orientation  to  Treatment,"  containing 
all  essential  information  about  the  treatment  system,  was  used  during  the 
programme  and  given  to  clients  to  take  with  them  for  future  reference.  Clients 
were  encouraged  to  read  over  the  manual  while  sorting  out  their  treatment  options 
during  Day  2.  The  programme  also  used  an  audiotape  that  provided  clients  with  a 
brief  experience  in  Relaxation  Training. 


Evaluation 

Phase  III  of  the  Core-Shell  Programme  provided  an  opportunity  to  test  out  and 
refine  the  administrative,  logistical,  and  programme  details.  At  its  close,  the 
programme  was  running  smoothly,  meshing  with  the  other  assessment  activities.  Its 
content  and  process  has  gone  through  several  alterations.  The  format  eventually 
became  fairly  stable,  with  some  variations  according  to  the  particular  group. 

The  programme  is  being  evaluated  in  various  forms.  In  order  to  test  client 
recall  of  the  information,  Assessment  Workers  have  begun  to  administer  a form  on 
Day  2,  evaluating  degree  of  recall  of  information  about  the  treatment  programmes. 
This  form  will  be  revised  in  future,  with  measures  of  recall  more  clearly  identified. 
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The  clients'  evaluations  of  the  programme  gave  us  some  indication  of  its 
efficacy  from  the  consumers'  point  of  view.  A total  of  32  clients  participated. 
Below  are  the  data  collected  from  the  29  clients  who  completed  evaluations.  Three 
clients  neglected  to  return  their  evaluation  forms.  Twenty-six  clients  who  showed 
for  assessment  did  not  participate  in  the  programme.  They  either  dropped  out  of 
assessment  before  reaching  the  educational  programme,  or  were  slated  to 
participate  in  "Project  Doc"  or  the  "Preventive  Education  Programme"  and  were 
thus  considered  inappropriate  for  the  educational  programme.  In  addition,  there 
were  two  clients  who  had  such  difficulty  completing  the  test  battery  that  there  was 
insufficient  time  for  them  to  participate  in  the  education  programme.  Finally,  two 
clients  did  not  complete  the  programme  because  of  time  conflicts  arising  from  the 
scheduling  of  physical  examinations.  These  last  two  groups  of  clients  were  given  a 
manual  and  the  treatment  programmes  were  described  to  them  by  their  Assessment 
Worker. 

Below  are  the  clients'  responses  to  the  evaluation  form: 

1.  Did  you  receive  enough  information  about  the  Addiction  Research 
Foundation: 

Yes  26 
No  0 
No  Response  3 

This  Information  was: 

Useful  21 
Somewhat  useful  5 

Not  useful  0 

No  response  3 
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2.  Did  you  receive  enough  information  about: 
Primary  Care: 

Yes  28 

No  1 * 

No  response  0 

Assessment: 

Yes  28 

No  1 * 

No  response  0 

Placement  Conference: 

Yes  28 

No  1 * 

No  response  0 


This  information  was: 

Primary  Care: 

Useful 
Somewhat  useful 
Not  useful 
No  response 

Assessment: 


Useful 
Somewhat  useful 
Not  useful 
No  response 


20 

5 

1 * 
3 


22 

4 

1 * 
2 


*These  reponses  represent  three  different  clients  as  opposed  to  one  client 
responding  negatively  in  all  instances. 
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Placement  Conference: 

Useful  23 
Somewhat  useful  5 

Not  useful  1 * 

No  response  0 

3.  Did  you  receive  enough  information  about  the  treatment  programmes? 

Yes  26 
No  2 
No  response  1 

This  information  was: 

Useful  20 
Somewhat  useful  5 

Not  useful  0 

No  response  4 

Most  clients,  therefore,  indicated  that  the  information  was  useful  to  them  and 
given  in  sufficient  detail.  A minority  found  the  information  only  somewhat  useful. 

General  comments  solicited  on  the  form  provide  additional  information  about 
how  clients  experienced  the  programme.  Under  "good  points"  nineteen  clients  made 
comments  such  as,  the  programme  was  "informative,"  "well-explained,"  "helpful,"  or 
"easy  to  understand."  Four  said  they  found  it  "relaxing,"  or  it  "eased  their  tension," 
or  lessened  their  "confusion."  One  said  he/she  was  more  hopeful  as  a consequence  of 
the  programme,  and  one  found  it  excited  his/her  curiousity  about  treatment.  Five 
did  not  comment. 


*These  reponses  represent  three  different  clients  as  opposed  to  one  client 
responding  negatively  in  all  instances. 
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Under  "bad  points,"  one  client  would  have  liked  more  time  for  "deeper 
conversations,"  one  found  the  explanation  too  fast,  one  found  the  programme  too 
long,  one  found  the  programme  boring,  and  one  would  have  liked  more  detail. 
Twenty-four  did  not  have  comments  to  make  in  this  section. 

The  combination  of  many  positive  comments  and  a small  number  of  negative 
comments,  while  indicating  the  need  to  be  constantly  responsive  to  individual 
differences,  also  indicates  that  most  clients  found  the  programme  helpful  and 
useful.  Future  work  on  the  recall  checklist  will  provide  further  data  on  the  degree 
to  which  the  information  is  being  retained. 


Future  Directions 

Future  directions  may  include  creating  research  designs  to  examine  the  effect 
of  the  educational  programme  upon  attrition  (and  eventually  outcome)  and  sort  out 
the  different  variables  that  could  account  for  changes  in  client  behaviour.  In 
particular,  we  are  interested  in  examining  the  differences  between  the  impact  of 
the  information  component  as  opposed  to  the  attitudinal  component  in  reducing 
attrition  from  treatment  and  improving  outcome. 
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COMPUTERIZED  PATIENT  INFORMATION  SYSTEM 


Chapter  Fifteen 


THE  BENEFITS  OF  COMPUTERIZATION 


By  Paul  Gazda 


From  its  obscure  beginning  as  an  academic  curiosity,  the  computer  has  grown 
to  be  an  extremely  versatile  and  powerful  tool.  Its  uses  range  from  home  video 
games  to  supermarket  check-out  counters  to  mission  control  of  space  shuttle  flights. 
Yet,  in  spite  of  its  increasing  use  and  acceptance  in  so  many  facets  of  daily  life,  the 
computer  can  still  be  perceived  as  a threat  or  de-humanizing  factor  in  patient 
treatment  settings.  Therefore,  before  the  benefits  of  using  a computer  can  be 
realized,  it  must  be  de-mystified  and  seen  for  what  it  really  is:  a tool  to  help  people 
do  their  jobs  better.  If  this  all-important  perception  cannot  be  achieved,  the 
computer  will  never  fulfill  its  potential.  Time  spent  in  orienting  the  ultimate  users 
of  the  computer  to  its  function  as  a tool,  a facilitator  of  their  work,  will  be  well 
rewarded.  For  the  computer  has  the  potential  to  ease  the  administration  of  a 
facility;  provide  more  reliable  data  for  research;  assist  in  the  testing,  scoring,  and 
assignment  of  patients  to  optimal  interventions;  perform  statistical  analyses  of  data 
to  evaluate  treatment  success  rates;  accumulate  a powerful  database  encompassing 
trends  and  epidemiological  factors;  and  even  simulate  the  behaviour  of  the 
treatment  system  itself  in  order  to  isolate  bottlenecks  and  predict  the  impact  of 
system  changes. 

The  potential  benefits  of  computerization  are  enormous,  and  the  following 
sections  will  touch  upon  major  areas  in  which  the  computer  can  improve  the 
effectiveness  of  a health  care  delivery  system.  Also,  since  human  and 
organizational  factors  are  so  important  to  the  success  of  any  use  of  the  computer, 
they  will  receive  special  attention  at  the  end  of  the  chapter  and  appear  as  sub- 
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themes  throughout.  Only  when  the  three  ingredients  of  concepts,  human  factors, 
and  organizational  factors  are  properly  mixed  will  the  benefits  of  computerization 
be  realized. 


Administration 

A key  factor  in  promoting  effective  treatment  and  research  in  a treatment 
system  is  the  administration  of  the  system.  A well  administered  system  helps  to 
retain  subjects,  ensure  accurate  and  complete  data,  and  maintain  good  staff  morale. 
The  computer  can  assist  in  the  administration  of  a treatment  research  system  in  a 
number  of  ways,  a few  of  which  will  be  cited  here. 

One  of  the  simplest  but  most  crucial  functions  the  computer  can  perform  is  to 
help  ensure  that  all  data  collection  forms  are  completed  for  each  patient.  Each 
data  collection  point  in  the  treatment  research  system  can  be  identified,  and  the 
computer  can  maintain  a record  of  whether  the  patient  has  moved  through  that 
point,  and  also  whether  the  data  required  at  that  point  have  been  entered  into  the 
computer  file.  In  this  manner,  an  exception  report  can  easily  be  generated  showing 
the  data  collection  forms  outstanding  for  each  patient  and  the  staff  responsible  for 
submitting  the  forms.  A related  function  which  this  subsystem  could  perform  is  the 
prompting  of  staff  as  to  what  the  next  step  in  the  treatment  system  should  be  for  a 
particular  patient.  This  is  most  important  in  a complex  treatment  system  where  the 
next  step  in  assessment  or  treatment  can  depend  on  the  nature  of  the  problem, 
previous  test  results,  previous  interventions,  and  preferences  of  particular  patients. 

The  scheduling  of  appointments  can  also  benefit  from  computerization.  This 
function  can  often  be  handled  manually,  but  in  a larger  system  the  computer  can 
maintain  a calendar  of  appointments  for  treatment  and  follow-up  which  can 
generate  an  automatic  record  of  no-shows  and  automatically  prompt  staff  to 
arrange  follow-up  appointments  after  a specified  time  has  elapsed  since  the  previous 
appointment. 
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Other  more  detailed  administrative  systems  are  possible,  especially  in  a 
hospital  setting,  such  as  those  designed  to  help  with  nursing  functions,  medical 
charting,  food  service  delivery,  etc.  Monitoring  and  scheduling  the  more  basic 
functions  described  above,  however,  are  among  the  most  important  yet  easiest  tasks 
to  implement  for  any  automated  administrative  system.  The  input  and  output  of 
information  can  be  accomplished  through  video  display  terminals  at  administrative 
stations,  or  through  the  more  traditional  paper  flow  system.  Either  concept  will 
work,  but  the  advantages  of  each  will  vary  depending  on  the  circumstances  of  each 
organizational  setting. 

A secondary  but  potentially  great  advantage  of  using  the  computer  to  schedule 
and  monitor  the  patient  through  the  treatment  research  system  is  the  automated 
collection  of  valuable  data  for  analyzing  the  performance  of  the  system  and 
simulating  present  and  future  scenarios.  For  example,  from  the  functions  of 
scheduling  and  forms  monitoring  described  above,  the  following  data  could  be 
automatically  accumulated:  the  routes  which  patients  take  through  the  system;  the 
time  it  takes  to  move  from  one  point  to  another  in  the  system;  the  number  of 
patients  reaching  each  point  in  the  system;  the  number  of  patients  in  each 
treatment  program;  the  number  of  patients  waiting  for  an  opening  in  particular 
treatment  programs;  the  attrition  rate  for  various  programs;  etc.  It  is  obvious  that 
such  data  can  be  of  great  value  in  planning  the  capacity  and  staffing  of  a treatment 
research  system.  Bottlenecks  in  the  system  can  be  identified  and  alternative 
administrative  procedures  can  be  simulated  to  project  the  impact  of  changes  on  the 
system  before  a decision  is  made  to  implement  them.  Thus,  a relatively  simple 
computerized  administrative  support  system  can  generate  great  benefits  in  both  the 
daily  operation  and  the  short  and  long  range  planning  of  the  system. 


Testing 

A key  factor  in  a successful  treatment  system  is  accurate  assessment  of 
patients.  With  the  advent  of  low-cost,  reliable  microcomputers,  the  possibility  of 
automating  the  testing  and  scoring  process  has  become  a feasible  option.  By 
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employing  any  number  of  independent  microcomputer-controlled  test  stations,  a 
patient  can  progress  through  the  test  battery  at  his  or  her  own  pace,  answers  can  be 
checked  for  validity  as  they  are  entered,  and  the  test  can  be  accurately  scored 
almost  instantly  upon  completion.  Almost  any  test  which  does  not  involve  drawing 
or  free-form  response  can  be  automated  with  little  difficulty.  In  many  cases,  a 
generalized  test  administration  program  can  be  written  to  handle  several  different 
tests  and  facilitate  rapid  development  of  new  tests.  While  it  cannot  be  stressed 
enough  that  careful  thought  and  experimentation  are  necessary  to  consider  human 
factors  which  make  the  computer  "friendly”  to  the  patient,  the  automation  of  the 
testing  process  is  a relatively  straightforward  exercise  of  presenting  questions  on 
the  computer  screen  and  prompting  the  patient  to  respond  by  depressing  appropriate 
keys  on  the  computer's  typewriter  keyboard.  Special  keyboards  can  be  designed  to 
simplify  the  patient's  task,  but  such  measures  are  facilitators  rather  than 
necessities.  As  the  answers  are  given  to  the  questions  appearing  on  the  screen,  the 
computer  can  immediately  check  for  inappropriate  responses  and  prompt  the  patient 
to  try  again.  As  soon  as  the  test  is  completed,  it  can  be  scored  and  the  result 
recorded  for  future  use  in  diagnosis,  treatment  assignment,  and  statistical  analysis. 

The  relatively  simple  step  of  automating  the  testing  process  has  a number  of 
powerful  advantages.  It  can  ease  the  administrative  burden  of  staff  by  allowing 
patients  to  progress  through  the  test  battery  at  their  own  pace  without  the  necessity 
for  close  supervision.  It  also  relieves  staff  of  the  tedious  process  of  checking  and 
scoring  tests  and  allows  them  to  concentrate  on  the  more  important  role  of  assisting 
the  patient.  The  most  important  benefits,  however,  are  to  the  treatment  research 
function  itself.  Computerized  checking  and  scoring  ensures  complete  and  accurate 
data  on  each  patient  and  opens  the  possibility  of  dynamic  testing  decisions  which 
can  exclude  unnecessary  tests  and  include  special  tests  automatically.  Such  a 
scheme  was  described  by  Joseph  P.  Lyons  and  Joseph  Brown  of  the  Research 
Institute  on  Alcoholism  at  a mini-symposium  conducted  at  the  Addiction  Research 
Foundation  in  June  1981.  Under  their  scheme,  the  computer  administers  some 
initial  powerful  tests,  and  based  on  the  results,  suggests  either  a diagnosis  or 
additional  specialized  tests.  This  initial  result  is  reviewed  by  a clinician  who  can 
decide  whether  to  accept  or  modify  the  computer's  suggestions.  If  further  testing  is 
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done,  the  results  are  again  presented  to  a clinician  for  evaluation.  The  process 
continues  until  the  clinician  has  all  of  the  information  necessary  to  formulate  a 
treatment  strategy. 

Involving  the  computer  in  this  process  has  two  distinct  advantages  over  manual 
procedures.  Firstly,  the  computer  has  a tireless  perfect  memory  in  that  it  will 
retrieve  every  indicated  diagnosis  or  further  test  suggested  by  the  results  with 
uniform  consistency  for  all  patients.  Secondly,  the  rules  by  which  it  retrieves 
diagnoses  or  further  test  suggestions  can  be  modified  by  feedback  from  real 
outcomes  and  thus  embody  the  "state  of  the  art"  in  diagnosis  and  treatment 
strategies  at  any  point  in  time.  While  such  a sophisticated  system  is  significantly 
more  complex  than  simple  test  administration  and  should  therefore  be  approached 
initially  in  a small-scale  pilot  mode,  the  potential  benefits  in  improving  treatment 
success  and  eliminating  unnecessary  testing  (which  is  frustrating  for  both  patients 
and  staff)  make  it  worth  pursuing. 


Treatment  Planning 

A key  concept  in  a treatment  research  system  is  the  development  and 
refinement  of  a mathematical  model  which  would  specify  the  optimal  intervention 
for  a particular  set  of  problems.  This  concept  is  described  in  detail  elsewhere  in 
this  book  and  will  not  be  described  here.  Instead,  the  focus  at  this  point  will  be  on 
the  role  of  the  computer  in  facilitating  the  development,  use  and  refinement  of  the 
mathematical  model. 

It  should  be  clearly  stated  from  the  start  that  the  development  and  use  of  a 
mathematical  model  can  be  done  on  a strictly  manual  basis  without  any  involvement 
of  a computer.  The  model  is,  after  all,  a human  concept  which  attempts  to 
formalize  what  is  learned  about  the  relationship  between  human  problems  and 
treatment  strategies.  The  computer  is  merely  a tool  to  perform  the  tedious 
mathematical  operations  on  large  volumes  of  data  which  are  necessary  to  develop 
and  refine  such  a model.  The  computer  is  not  usurping  the  role  of  the  clinician,  but 


- 188  - 


rather  is  helping  the  clinician  make  the  best  judgment  based  on  the  best  knowledge 
available.  The  computer  is  not  a de-humanizing  factor;  indeed,  it  enhances  man's 
concern  for  man  by  retaining  a perfect  record  of  the  best  knowledge  available  on 
effective  intervention  and  tirelessly  applying  that  knowledge  to  each  patient.  It  is 
important  to  say  these  things  because  unless  the  computer  is  seen  as  an  ally  rather 
than  a potential  threat  to  the  clinician  its  benefits  will  never  be  realized. 

While  it  is  possible  to  implement  a mathematical  model  of  treatment 
strategies  using  manual  methods,  it  only  becomes  maximally  feasible  when  the 
power  of  the  computer  is  employed.  The  computer  can  retain  large  amounts  of  data 
over  long  periods  of  time  for  instant  access;  it  can  perform  complex  mathematical 
calculations  in  a matter  of  seconds;  and  it  encourages  successive  refinement  of  the 
assignment  algorithm  because  of  its  ability  to  quickly  re-calculate  historical  data 
whenever  the  algorithm  is  changed.  Through  the  agency  of  the  computer,  a matrix 
connecting  problems  and  interventions  can  be  developed  along  with  an  algorithm  to 
weight  multiple  problems  in  order  to  propose  to  a clinician  the  optimal  intervention 
given  a particular  patient  and  his  or  her  unique  set  of  problems  and  historical 
factors.  Both  the  matrix  and  the  algorithm  can  be  changed  based  on  feedback  from 
known  outcomes  of  previous  patients.  This  will  enable  clinicians  always  to  have  at 
hand  the  "state  of  the  art"  in  knowledge  of  successful  treatment  strategies. 
Although  development  of  a model  for  specifying  treatment  strategies  can  be 
accomplished  independently  of  automated  testing  and  scoring,  the  potential  power 
of  combining  both  into  a single  treatment  system  is  extremely  attractive.  The 
development  of  the  dynamic  testing  decision  model  and  the  treatment  strategy 
model  could  be  carried  out  in  parallel  with  technical  and  theoretical  knowledge 
gained  in  one  area  being  applied  to  the  other.  This  would  enable  the  full  power  of 
the  computer  to  assist  the  human  decision-making  process  in  measurement, 
diagnosis,  and  intervention. 
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Statistical  Analysis 

In  order  for  a treatment  system  to  improve  its  effectiveness,  data  of  various 
kinds  must  be  gathered  and  statistically  analyzed.  Most  clinicians  are  familiar  with 
the  power  of  the  computer  in  performing  statistical  analyses  ranging  from  simple  t- 
tests  to  complex  factor  analyses.  Computerized  statistical  packages  are  becoming 
more  powerful  and  also  easier  for  non-computer  professionals  to  use.  Many 
clinicians  have  conducted  small  one-time  experiments  where  data  is  cbllected  for  a 
period  of  time  on  a selected  group  of  patients.  The  data  collection  phase  then  stops 
and  an  analysis  is  done  and  perhaps  a paper  is  written.  While  such  studies  are 
extremely  valuable,  they  are  limited  in  scope  due  to  the  typically  short  time  period 
of  data  collection,  the  restricted  breadth  of  data  collected,  and  the  start-up  costs  to 
design  forms  and  collect  data,  often  in  addition  to  the  routine  test  batteries 
administered  in  the  treatment  system.  Treatment  research  is  facilitated  and 
broadened  in  scope  to  the  extent  to  which  data  is  collected  by  computer  for  the 
other  purposes  discussed  so  far.  Data  that  is  primarily  gathered  for  administration, 
testing,  treatment  assignment,  and  treatment  outcome  analysis  can  also  be  used  for 
research  purposes.  Once  data  is  collected  it  can  be  retained  indefinitely  for  a 
relatively  minor  cost  to  enable  long-term  historical  studies  in  clinical  epidemiology. 
Other  examples  of  research  which  is  facilitated  by  automated  data  collection  are 
evaluation  of  assessment  instruments,  evaluation  of  assessment  techniques  (for 
example,  automated  test  adminstration  versus  manual  test  administration), 
calculation  of  probabilities  of  treatment  success  given  particular  presenting 
problems  and  interventions  (this  can  be  used  in  the  treatment  intervention  matrix 
discussed  in  the  previous  section),  and  the  effect  of  other  factors  such  as  in-patient 
versus  out-patient  assessment  on  treatment  success  rates.  Many  other  studies  can 
be  designed  to  draw  upon  the  growing  base  of  data  gathered  as  part  of  the  routine 
operation  of  the  treatment  system.  This  facilitation  of  research  into  treatment 
effectiveness  may  in  fact  be  the  strongest  long-term  argument  in  favour  of 
computerizing  as  many  aspects  as  possible  of  the  treatment  system. 
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Simulation 

An  important  benefit  of  computerizing  the  administrative  information  of  a 
treatment  system  is  the  ability  to  use  the  accumulated  data  to  analyze  the 
functioning  of  the  system  and,  with  a bit  more  effort,  to  go  one  step  further  and 
simulate  the  performance  of  the  system  to  help  assess  the  impact  of  proposed 
organizational  changes.  Both  analysis  of  system  operation  and  simulation  are  based 
on  the  same  data  and  interact  with  each  other.  The  analysis  of  system  operation 
reports  on  the  current  status  of  the  system  and  characterizes  its  performance 
through  measures  such  as  the  number  of  patients  in  the  system,  waiting  time  for 
admission  to  treatment  programs,  routes  the  patients  take  through  the  system,  the 
ultimate  fate  of  patients,  etc.  Such  data  can  identify^  problems  but  does  not  shed 
light  on  possible  solutions  to  the  problems.  This  is  where  simulation  takes  over. 

In  the  simulation  phase,  the  data  on  system  operation  is  used  to  build  a 
computerized  model  of  the  system  which  behaves  in  a fashion  very  similar  to  the 
real  world.  Data  from  the  simulation  is  compared  with  data  from  the  real  world  to 
validate  the  accuracy  of  the  initial  model.  From  this  point  onward,  changes  to  the 
model  can  be  instituted  such  as  increasing  the  number  of  treatment  programs, 
increasing  the  number  of  staff,  changing  the  way  in  which  staff  spend  their  time, 
etc.,  and  the  behavior  of  the  changed  system  can  then  be  simulated.  This  often 
reveals  unanticipated  ripple  effects  throughout  the  system  resulting  from  a single 
change  instituted  at  a single  point  in  the  system.  Changing  the  model  before 
changing  the  real  world  allows  administrators  to  avoid  costly  mistakes  or  "blind 
alleys"  when  attempting  to  make  the  system  more  efficient  or  effective. 

A number  of  simulation  packages  are  available  at  commercial  and  academic 
computer  service  bureaus.  With  the  help  of  a computer  professional,  administrative 
staff  can  choose  a simulation  package  which  is  understandable  and  efficient  in 
modelling  their  treatment  system.  The  use  of  a simulation  package  is  typically  not 
very  expensive,  and  if  the  computer  is  employed  to  assist  in  the  administration  of 
the  treatment  system,  nearly  all  data  required  for  simulation  should  be  available  as 
a spin-off  of  data  utilized  for  routine  administrative  purposes. 
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Practical  Aspects  of  Computerization 

Design 

The  most  important  single  thing  to  remember  when  planning  for  successful 
computerization  is  that  only  fools  rush  in.  Having  the  patience  to  devote  adequate 
time  to  careful  planning  and  design  of  the  system  before  any  programs  are  written 
or  equipment  purchased  will  pay  for  itself  many  times  over  throughout  the  life  of 
the  system.  A few  weeks  or  months  gained  in  a hasty  start  will  be  lost  many  times 
over  as  programs  are  re-written  to  compensate  for  poor  design,  or  as  time  is  wasted 
writing  programs  which  no  one  wanted  in  the  first  place,  or  as  conflicts  arise  among 
the  users  of  the  system  over  what  functions  should  be  performed  and  in  what  order 
of  priority  they  should  be  implemented. 

A carefully  planned  and  executed  design  phase  ensures  that  both  the  computer 
professionals  and  the  staff  throughout  the  system  understand  and  agree  on  the 
objectives  of  the  treatment  system,  the  role  the  computer  should  play  in  the  system, 
and  the  priorities  for  development  of  computerized  components.  Based  on  this 
understanding,  a global  design  should  be  developed  which  shows  in  general  terms  the 
desired  ultimate  extent  of  computerization  in  the  treatment  system  and  its  general 
method  of  implementation.  This  global  design  should  be  modular  to  enable  segments 
to  be  developed  independently  using  computer  hardware  which  is  best  suited  to  a 
particular  function  while  ensuring  that  standard  interfaces  are  used  throughout  the 
system  for  transfer  of  data  and  communication  among  programs.  The  modules  can 
then  be  designed  in  detail  and  developed  according  to  agreed  upon  priorities,  with  an 
important  factor  in  setting  priorities  being  the  principle  of  starting  with  the 
simplest,  smallest  module  and  progressing  to  more  complex  modules. 

A final  but  very  important  factor  to  remember  when  designing  a system  is  to 
document  all  plans,  designs,  programs,  and  procedures  as  the  development  of  the 
project  progresses.  Documentation  is  crucial  to  the  long-term  success  of  any 
system,  and  experience  has  shown  that  it  must  be  done  as  an  ongoing  integral  part  of 
the  project.  If  left  to  the  end,  it  will  never  be  completed. 
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Organizational  Factors 

The  most  important  factor  in  the  success  of  computerizing  a treatment 
research  system  is  the  commitment  and  support  of  senior  management. 
Computerizing  a treatment  system  can  yield  tremendous  long-term  benefits,  but  at 
the  same  time  is  risky,  expensive,  and  requires  intensive  effort  and  discipline  on  the 
part  of  all  staff  involved.  To  ensure  the  success  of  such  a venture,  not  only  must 
qualified,  motivated  staff  be  available,  but  also  senior  management  must  support 
the  concept,  be  willing  to  finance  development  and  operation,  be  willing  to  issue  and 
enforce  policies  in  the  areas  of  project  planning  and  management,  and  be  willing  to 
undertake  necessary  reorganization  of  staff  and  procedures.  Each  step  in  the 
development  of  the  system,  of  course,  should  undergo  its  own  cost/benefit  analysis 
and  only  proceed  as  long  as  the  benefits  are  worth  the  cost;  but  an  overall  positive, 
supportive  attitude  on  the  part  of  senior  management  should  be  evident  before  a 
computerized  treatment  research  system  is  seriously  considered. 

Senior  management  should  also  ensure  that  qualified  computer  professionals 
are  involved  in  the  design  of  the  treatment  system  itself,  since  the  degree  to  which 
computerization  will  be  helpful  or  even  feasible  will  vary  with  different  system 
designs.  Just  as  a community  cannot  be  designed  without  considering  the  role  of 
private  automobiles  and  public  transit  in  business  districts,  residential  districts,  and 
recreational  areas,  so  a computerized  treatment  system  cannot  be  designed  without 
considering  the  role  of  the  computer  in  supporting  and  enhancing  the  system.  The 
design  of  the  treatment  system  will  influence  the  role  of  the  computer,  and  the  role 
of  the  computer  will  in  turn  influence  the  design  of  the  treatment  system  in  an 
iterative  fashion  until  an  optimal,  fully  integrated  synergy  between  people  and 
computers  is  achieved. 

Human  Factors 

The  ultimate  success  of  a computerized  treatment  and  treatment  research 
system  depends  on  the  staff  and  patients  who  use  it  from  day  to  day.  This  must  be 
first  and  foremost  in  the  minds  of  both  computer  professionals  and  administrators 
throughout  the  entire  design  and  development  process.  Great  care  must  be  taken  at 
the  start  of  the  project  to  familiarize  staff  with  the  expected  role  of  the  computer, 
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to  present  it  as  a tool  to  assist  them  in  their  work,  and  to  involve  them  at  every  step 
in  the  specification  and  design  of  the  system.  It  only  makes  sense  that  the  system 
must  truly  be  a means  of  making  their  job  easier  rather  than  an  additional  burden  if 
it  is  to  be  accepted  and  used  properly.  It  must  also  be  recognized  that  people  will 
come  to  depend  on  such  a useful  tool,  so  adequate  planning  must  be  made  for 
procedures  to  be  followed  in  the  event  of  a computer  malfunction.  Although 
malfunctions  are  usually  few  and  far  between,  they  are  nonetheless  profoundly 
disturbing  if  work  cannot  continue.  Manual  procedures  should  be  designed  and 
tested  as  an  adjunct  to  the  computer  system  so  that  work  can  continue  relatively 
smoothly  in  the  event  of  a computer  malfunction. 

Finally,  the  requirement  for  training  of  staff  to  use  the  computer  system  is 
often  underestimated.  Since  we  all  know  that  initial  impressions  are  the  strongest, 
great  care  should  be  taken  in  developing  an  adequate  training  program  so  that  staff 
are  introduced  to  the  computerized  components  of  the  system  with  a bare  minimum 
of  trauma  or  disruption  in  the  performance  of  their  duties.  Again,  the  close 
involvement  of  the  system  users  in  the  development  of  the  training  program  can  be 
of  tremendous  benefit.  It  is  important  that  the  training  program  be  an  ongoing 
effort  to  train  new  staff  in  a standardized,  comprehensive  manner,  and  to  upgrade 
existing  staff  whenever  changes  are  made  to  the  system.  An  ongoing  program  of 
monitoring  computer  system  performance  and  resolving  problems  reported  by 
system  users  should  also  be  implemented.  This  will  give  added  confidence  to  all 
users  of  the  system  that  the  computer  is  there  to  help  them  and  not  to  hinder  them. 
Everyone  involved  in  the  system  from  the  clerk  to  the  clinician  must  have  this 
confidence  in  order  to  realize  the  tremendous  potential  of  computerization. 


Chapter  Sixteen 


A COMPUTER  SIMULATION  OF  THE  SYSTEM 


By  Paul  Gazda 


Summary  - A computer  simulation  of  the  Core-Shell  System  has  been 
written  and  tested.  Data  from  Phase  II  will  now  be  inserted  into  the 
model  to  bring  it  closer  to  reality.  Subsequently,  measures  of  the 
model's  validity  and  reliability  will  be  developed  and  applied.  It  has  been 
proven  in  principle  that  a system  like  the  Core-Shell  can  be  simulated  on 
a computer  and  plans  are  now  being  formulated  to  use  the  model  to 
investigate  various  problems. 

This  report  covers  the  developments  in  creating  a computer  simulation  of  the 
Core-Shell  System  since  the  issue  of  the  Proposal  for  Phase  II,  March  18,  1977.  That 
report  covered  the  first  steps  in  development  of  a simulation  and  reported  the 
completion  of  a first  version  simulating  elements  of  patients  flow  through  the 
system  from  initial  contact  through  post-assessment  case  conferences. 

Progress  to  date  has  included  the  following: 

expansion  of  the  original  flowchart  to  include  the  entire  system  from 
initial  contact  through  definitive  intervention  and  post-treatment  follow- 
up 

- coding  and  testing  a simulation  based  on  the  flowchart 

developing  a plan  to  validate  the  simulation  by  replacing  assumptions  with 
real-world  data  from  the  Phase  II  Pilot  Test 

developing  initial  plans  for  using  the  model  for  planning  and  research 
purposes. 
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Exhibit  I is  a flowchart  of  the  revised  simulation  (Version  II).  Important 
changes  include:  changing  the  simulated  "day"  from  6 to  8 hours,  increasing  the 
number  of  initial  patient  contacts  from  5 to  8 per  day,  limiting  the  availability  of 
simulated  Clinical  Institute  staff  to  see  patients  (in  Version  I staff  were 
continuously  available  to  see  patients;  in  Version  II,  e.g.,  Primary  Care  Workers  are 
available  to  see  patients  only  3.5  hours  per  day),  introducing  scheduled  appointments 
for  patients  (Version  I operated  strictly  on  a drop-in  basis),  and  addition  of  modules 
simulating  Primary  Care  Treatment,  four  modularized  definitive  interventions, 
"other  treatment",  and  follow-up.  In  addition,  some  changes  were  made  in  the  logic 
of  Version  I based  on  re-analysis  of  the  system,  e.g.,  patients  refusing  assessment 
and  those  uncertain  about  accepting  assessment  are  now  processed  indentically. 

Results 

While  the  model  is  as  yet  not  validated  with  real  world  data,  and  thus  cannot 
yet  produce  useable  information  for  planning  purposes,  significant  results  from  this 
project  can  be  cited.  Exhibit  II  is  a sample  of  some  of  the  kinds  of  statistics 
available  from  the  model.  This  report  is  for  illustrative  purposes  only  and  does  not 
reflect  an  accurate  simulation  of  the  behaviour  of  the  Core-Shell  System. 

1.  It  has  been  proven  in  principle  that  it  is  possible  to  write  a simulation  of 
a system  like  the  Core-Shell  System. 

2.  The  Computer  Services  Department  has  gained  extensive  experience  in 
simulation.  This  is  the  first  simulation  of  its  kind  produced  by  the 
Department  and  involved  considerable  learning  of  both  the  simulation 
package  and  the  principles  of  discrete  simulation. 

3.  The  potential  of  simulation  in  health-care  planning  has  been 
demonstrated  for  ARF  and  areas  for  similar  investigation  are  being 
identified. 
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Plans 

The  next  steps  in  this  project  are: 

1.  Validation  of  the  model  by  insertion  of  Phase  II  data. 

2.  Development  of  validity  measures  to  ensure  that  the  overall  behavior  of 
the  model  does  in  fact  provide  a reasonable  simulation  with  the  new  data 
inserted  at  particular  points  and  then  determining  whether  summary  or 
parametric  measures  match  observed  measures  or,  where  such  measures 
are  unavailable,  expert  estimates. 

3.  Development  of  a reliability  index,  i.e.  a measure  of  the  discrepancy 
between  the  behavior  of  the  model  and  that  of  the  actual  system.  This 
activity  involves  identifying  key  measures  of  system  performance  and 
acceptable  ranges  of  variation  to  allow  an  indication  of  how  reliable  the 
model  is  in  predicting  real-world  events. 

4.  Investigation,  using  the  model,  of  the  impact  on  the  system  arising  from 
multiple  assignment  of  patients  to  definitive  interventions  rather  than, 
as  at  present,  assigning  each  patient  to  only  one  such  intervention.  This 
investigation  will  focus  on  the  impact  of  this  approach  on  utilization  of 
system  resources,  delay  time  for  patient  admission  to  various 
interventions,  and  capacity  of  the  whole  system  to  process  patients. 

5.  Investigation  of  the  impact  of  scheduling  appointments  as  opposed  to 
allowing  patients  to  choose  their  own  time  to  drop-in  to  receive  various 
services.  This  investigation  arose  out  of  the  design  of  Version  I as  a 
drop-in  system,  a decision  initially  made  on  the  basis  that  appointment- 
setting routines  are  difficult  to  write  and  should  be  left  to  fairly  late  in 
the  development  cycle.  The  original,  drop-in,  version  seemed  to  work 
fairly  well  in  terms  of  ability  to  process  patients  without  undue  delays, 
so  we  decided  to  retain  that  Version  to  test  this  further. 

Two  versions  of  the  model  now  exist,  one  in  which  all  patient  events 
occur  as  if  patients  were  told  "come  back  sometime  in  the  next  couple  of 
days"  and  the  other  in  which  many  patient  events  are  scheduled  for 
particular  times.  We  are  running  both  versions  over  a simulated  year  to 
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see  what  impact  appointment  scheduling  has,  on  the  belief  that  if  the 
system  works  acceptably  under  both  conditions  it  might  be  feasible  to 
experiment  with  abandoning  or  reducing  the  difficult  business  of  setting 
and  meeting  appointments. 

6.  Investigation  of  variations  in  the  structure  and  functioning  of  the 
Assessment  Unit.  This  will  involve  a new  simulation  program  which 
deals  solely  with  the  Assessment  Unit  and  will  allow  detailed 
investigation  of  possible  alternatives  in  its  operation.  Specifically,  four 
conditions  are  to  be  examined:  continuous  versus  group  admission  to  the 
Unit  and,  under  each  of  these,  all  manual  testing  versus  some  computer- 
driven  testing. 


Presentations 

A presentation  has  been  developed  and  delivered  to  the  Core-Shell  Team  on 
the  general  nature  of  simulation  of  discrete  events  and  the  nature  and  potential  use 
of  the  simulation  of  the  Core-Shell  System.  If  interest  in  the  potential  of  this 
methodology  arises  elsewhere,  Computer  Services  is  prepared  to  deliver  this  or 
similar  presentation  to  other  Clinical  Institute  and  Foundation  groups. 


EXHIBIT  1 


SIMULATION  OF  THE  CORE-SHELL  SYSTEM 


RELAXATION.  CAN  TAKE  UP  TO  6 PATIENTS  AT 
ANY  TIME.  EMPTY  SLOTS  ARE  FILLED  FIRST 
COME/FIRST  SERVED.  20%  OF  REFERRALS  FAIL 
TO  SHOW  UP.  HALF  OF  THESE  DROP  OUT,  THE 
REST  CONTINUE  IN  PRIMARY  CARE.  PATIENTS  s 
REMAIN  IN  MODULE  5 WEEKS,  SEEING  THEIR  ' 
PCW  WEEKLY  FOR  15+-5  MINUTES.  10%  DROP 
OUT  OVER  THE  5 WEEKS.  HALF  OF  THESE  DROP 
OUT,  THE  REST  CONTINUE  IN  PRIMARY  CARE. 
PATIENTS  WHO  COMPLETE  MODULE  ARE 
DISCHARGED. 


ASSERTION  TRAINING.  MODULE  OPERATES  ON 
2.5  WEEK  CYCLE  WITH  4 DAYS  BETWEEN  END 
OF  ONE  CYCLE  AND  BEGINNING  OF  THE  NEXT. 
20%  OF  REFERRALS  FAIL  TO  SHOW  UP  HALF  OF 
THESE  DROP  OUT,  THE  REST  CONTINUE  IN 
PRIMARY  CARE.  MAX.  OF  8 PATIENTS  ARE 
ADMITTED  TO  EACH  CYCLE.  DURING  THE  2.5  / 
WEEKS  PATIENTS  HAVE  5 SESSIONS,  AFTER  N 
EACH  SESSION  THEY  SEE  THEIR  PCW  FOR  15+-5 
MINUTES.  10%  DROP  OUT  OVER  THE  2.5  WEEKS. 
HALF  OF  THESE  DROP  OUT,  THE  REST 
CONTINUE  IN  PRIMARY  CARE.  THOSE 
COMPLETING  MODULE  ARE  DISCHARGED. 


VOCATIONAL.  OPERATES  IN  2 MODES: 
REHABILITATION  AND  SEARCH.  20% 

REFERRALS  FAIL  TO  SHOW  UP.  HALF  OF  THESE 
DROP  OUT,  THE  REST  CONTINUE  IN  PRIMARY 
CARE.  50%  OF  THOSE  THAT  DO  SHOW  UP  ARE 
ASSIGNED  TO  REHABILITATION,  50%  TO 
SEARCH.  REHABILITATION  - OPERATES 
CONTINUOUSLY  WITH  M*X.  OF  8 PATIENTS. 
EMPTY  SLOTS  ARE  FILLED  FIRST  COME/FIRST 
SERVED.  PATIENTS  SPEND  4 - 12  WEEKS  IN 
MODE,  MEAN  = 8.  40%  DROP  OUT  DURING  TIME 
IN  MODE.  HALF  OF  THESE  DROP  OUT,  THE 
REST  CONTINUE  IN  PRIMARY  CARE.  SEARCH  - 
OPERATES  ON  4 WEEK  CYCLE.  NEW  CYCLE 
BEGINS  AS  SOON  AS  LAST  ENDS.  MAX.  OF  8 
PATIENTS  ARE  ADMITTED  TO  EACH  CYCLE. 
40%  ARE  EXPECTED  TO  DROP  OUT  DURING  THE 
4 WEEKS.  HALF  OF  THESE  DROP  OUT,  THE  REST 
CONTINUE  IN  PRIMARY  CARE.  IN  BOTH  MODES, 
PATIENTS  SEE  PCW  WEEKLY  FOR  15+-5 
MINUTES.  PATIENTS  COMPLETING  EITHER 
MODE  ARE  DISCHARGED. 


/ 

OTHER  TREATMENT,  NON-MODULARIZED.  50% 
OF  PATIENTS  ARE  IN-PATIENTS,  50%  OUT- 
PATIENTS. IN-PATIENTS  - SPEND  5 WEEKS  IN 
THIS  MODE,  SEEING  THEIR  PCW  WEEKLY  FOR 
15+-5  MINUTES.  ALL  ARE  DISCHARGED  AFTER  5 
WEEKS.  OUT-PATIENTS  - ARE  ASSIGNED 

NUMBER  OF  WEEKS  IN  MODE  BASED  ON  C.I. 
RETENTION  DATA.  WHILE  IN  THE  MODE, 

PATIENTS  SEE  THEIR  PCW  WEEKLY  FOR  15+-5 
MINUTES.  AFTER  ASSIGNED  NUMBER  OF 

WEEKLY,  PATIENTS  ARE  DISCHARGED. 

\ 

\ 

DISCHARGE.  DISCHARGED  PATIENTS  STAY  IN 
CONTACT  6 - 18  MONTHS.  DURING  FIRST  6 
MONTHS,  PATIENTS  SEE  THEIR  PCW  EVERY  3 
WEEKS  FOR  15+-5  MINUTES.  AFTER  THIS 

FREQUENCY  DROPS  TO  EVERY  4 WEEKS,  WITH 
8%  DROPPING  OUT  PER  MONTH.  BY  THE  END 
OF  18  MONTHS  ALL  ARE  OUT  OF  THE  SYSTEM. 

/ 

12% 


EXHIBIT  2 


AFTER  ONE  SIMULATED  YEAR 


Total  New  Patient  Contacts  = 1923 

Average  New  Contacts  per  day  = 8.012 

Total  Actually  Arriving  for  Intake  = 1188 
Average  Arrivals  per  day  = 4.949 

per  week  = 24.749 

Utilization  of  Primary  Care  Worker  Time  in  Patient  Contact 


Prior  to  Assessment  44.63% 
During  Assessment  3.49% 

Case  Meetings  8.14% 

Primary  Care  Treatment  13.15% 
During  Shell  Treatment  21.96% 
Follow  Up  8.60% 

Total  99.97% 


Note:  The  simulation  allows  Primary  Care  Workers  to  spend  up  to  43.75%  of  their 
time  in  patient  contact. 

In  this  run,  the  actual  per  cent  was  11.60% 

An  average  of  87.3%  of  Primary  Care  Worker  time  is  accounted  for  in  this  run. 

At  the  end  of  one  simulated  year,  there  are  96  patients  in  the  system  between  entry 
to  assessment  and  discharge. 


601  patients  have  entered  the  assessment  unit. 


Chapter  Seventeen 


UPDATING  THE  INFORMATION  SYSTEM 

By  Paul  Gazda  and  Torbin  Zimmerman 


Introduction 

The  Core-Shell  System  must  create  and  use  a large  amount  of  information. 
Information  is  required  to  facilitate  the  care  of  individual  patients,  to  conduct 
research  on  the  nature  of  the  patient  population  and  on  the  behaviour  of  the  system 
serving  that  population,  and  to  provide  objective  data  on  which  to  base  decisions 
about  the  future  functioning  of  the  programme.  Information  is  a resource  and,  like 
other  resources,  must  be  managed  and  applied  with  care.  Unlike  other  resources, 
which  are  used  up  over  time,  the  amount  of  information  available  tends  to  grow  and 
so  must  be  controlled.  An  information  system  is  a means  of  controlling,  managing 
and  using  information  in  an  organized  and  cost-effective  way. 

As  the  developmental  phases  of  the  project  have  progressed,  understanding  of 
the  information  needs  of  the  Core-Shell  System  and  of  methods  for  meeting  those 
needs  has  been  developed.  During  1977,  two  developments  helped  greatly  in 
crystallizing  an  approach  to  information  within  the  programme:  the  experience  of 
conducting  and  reporting  upon  Phase  II,  and  the  completion  of  a feasibility  study  for 
an  integrated  patient  record  information  system.  The  former  demonstrated  in 
practice  the  strengths  and  weaknesses  of  some  information  processing  techniques 
and  of  an  information  approach  based  on  each  unit's  collecting  data  on  its  own 
operations;  the  need  for  a unified  Core-Shell  Information  System  became  clear.  The 
latter  provided  a conceptual  foundation  for  such  a system  and  a general 
development  plan. 
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In  January,  1978,  a cooperative  project  involving  the  Core-Shell  Research 
Module  and  Computer  Services  was  launched  to  develop  an  interim  information 
system.  The  proposed  system  was  to  be  designed  as  a precusor  to  the  global  system 
proposed  in  the  feasibility  study,  to  be  consistent  with  the  study's  recommendations 
and  to  be  available  by  1 April  1978,  in  time  for  the  beginning  of  Phase  III. 

The  Problems 

1.  While  the  Phase  II  experience  showed  that  the  various  components  of  the 
Core-Shell  System  were  able  to  collect  data  relevant  to  their  own  activities,  the 
results  of  this  activity  were  sometimes  difficult  to  collate  after  the  fact.  Some 
duplication  of  effort  had  resulted  from  the  same  information  being  collected  at 
different  points.  The  methods  of  recording  were  not  always  compatible  and  much  of 
the  data  were  not  available,  nor  were  they  suitable  for  computerized  analysis.  When 
a particular  analysis  was  to  be  done,  considerable  work  was  required  to  organize  and 
understand  the  data.  Much  of  the  analytical  work  had  to  be  done  manually,  a 
compartively  tedious  and  error-prone  procedure.  In  some  areas,  data  from  different 
sources  conflicted,  making  judgement  difficult  as  to  what  was  the  real  picture. 

2.  Some  of  the  data  required  was  not  collected  at  all,  or  at  least  not  in  a form 
lending  itself  to  statistical  analysis.  Where  such  information  had  been  collected,  it 
had  to  be  recovered  through  time-consuming  post-hoc  coding  from  records. 

3.  The  Core-Shell  System  was  losing  control  over  paper.  Numerous  forms 
were  in  use  with  new  ones  being  proposed  each  time  a new  need  was  discovered. 

4.  The  system  to  input  selected  assessment  results  into  the  computer  and 
produce  summary  reports,  successfully  inplemented  during  Phase  II,  was  in  need  of 
expansion  and  improvement. 

5.  The  method  of  gathering  information  about  what  happened  to  patients  as 
they  moved  from  one  part  of  the  system  to  another  was  not  effective.  Each  part  of 
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the  system  was  responsible  for  data  collection  within  itself;  no  one  was  responsible 
for  the  interfaces  between  units. 

In  short,  while  most  of  the  required  information  existed,  it  was  difficult  to 
organize  and  analyze  and  costs  were  greater  than  necessary. 

The  Solution 

Design 

With  only  a short  time  available  to  design,  develop  and  implement  a workable 
system,  the  first  problem  was  to  identify  reasonable  boundaries  for  the  interim 
system.  Clearly  it  was  impossible  to  meet  everyone's  needs  or  attempt  to  develop 
all  the  features  found  to  be  desirable  by  the  feasibility  study.  Consideration  of  the 
total  problem  led  to  the  conclusion  that  the  most  desirable  interim  system  should: 

1.  Be  oriented  to  the  data  needs  of  the  Core-Shell  development  research 
projects,  i.e.  the  system  would  be  built  to  ensure  comprehensive  and  timely 
collection  of  the  data  required  by  the  Research  Module  for  evaluating  the 
results  of  Phase  III.  Other  possible  functions  of  a full  Core-Shell 
Information  System,  e.g.  work  simplification,  integrated  patient  records, 
routine  administrative  reports,  would  have  to  be  delayed  until  greater 
resources  became  available. 

2.  Focus  on  data  collection,  rather  than  the  immediate  production  of  reports. 
The  only  routine  output  of  the  system  would  be  the  continuation  of  the 
computer-produced  Assessment  Summaries.  The  bulk  of  the  data  would  be 
collected  on  paper  for  later  entry  into  the  computer  and  use  in  producing 
post  hoc  analyses. 

3.  Alter  and  improve  the  Assessment  Summaries  by  expanding  the  number  of 
tests  included,  providing  the  use  of  experimental  tests,  improving  the  data 
entry  and  editing  process  and  ensuring  support  for  weekend  assessment. 
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4.  Simplify  data  flow  so  that  all  the  data  would  be  routed  to  a single  point 
(the  Research  Module)  and  arrive  there  by  the  simplest  route. 

5.  Ensure  that  the  data  could  be  coherently  organized  in  computer  files  so 
that  all  desired  analyses  could  subsequently  be  done  on  the  computer.  This 
involved  collecting  all  needed  data  on  a routine  basis  in  a form  suitable  for 
building  complete  computer  files. 

6.  Provide  a simple  and  accurate  means  of  tracking  the  progress  of  each 
patient  through  the  Core-Shell  System.  This  activity  would  allow  indexing 
what  information  ought  to  be  available  on  each  patient  from  the  various 
parts  of  the  system  as  well  as  providing  unique  information  on  the  routes 
patients  take  through  the  system,  their  ultimate  fate  and  the  amount  of 
time  required  to  move  from  one  part  to  another. 

As  the  design  goals  were  being  developed,  a parallel  effort  was  undertaken  to 
identify  as  precisely  as  possible  the  data  upon  which  the  system  would  operate.  A 
data  dictionary  was  begun  to  name  each  item,  identify  its  source  area  and  document 
and  provide  a brief  technical  description.  At  present,  the  dictionary  identifies  more 
than  500  data  items.  By  using  a computer-based  text  editing  system,  it  is  possible 
to  retrieve  from  the  dictionary,  for  example,  all  the  data  items  on  a particular 
source  document  or  all  the  data  items  arising  in  a particular  part  of  the  Core-Shell 
System. 

As  a sense  of  the  required  data  emerged,  it  became  possible  to  design  a total 
system.  A study  was  conducted  to  identify  all  required  items  of  data  which  were 
already  being  collected  in  the  present  system  and  to  determine  methods  for 
capturing  these  items  for  transmission  to  the  Research  Module.  Whenever  possible 
these  methods  involved  using  existing  procedures  with  minimal  changes.  In  one 
case,  for  example,  a single  part  form  was  changed  to  a two-part  form,  allowing  a 
carbon  copy  simply  to  be  sent  on  to  the  Research  Module.  In  another  case,  a 
normally  unused  part  of  a 3-part  form  was  rerouted  to  the  Research  Module.  In  a 
third,  a standard  form  was  introduced  to  replace  a typed  narrative;  the  new  form 
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included  a small  tear-off  portion  which  could  be  routed  separately  to  the  Research 
Module  while  the  body  of  the  form  stayed  in  normal  distribution  channels.  In  some 
cases  ways  were  found  to  reduce  paperwork  by  combining  two  old  forms  into  one  or 
changing  procedures  to  totally  eliminate  a form. 

Only  two  completely  new  forms  were  added  to  the  former  system:  one  to 
support  the  new  patient  tracking  function  and  the  other  to  structure  previously 
informal  communications  between  Shell  treatment  programmes,  Primary  Care  and 
the  Research  Module.  On  the  whole,  a system  was  developed  that  provided  more 
information  than  was  previously  available  but  required  less  work.  The 
communication  structure  of  the  new  system  is  illustrated  in  Figure  1.  Figure  2 
shows  a typical  path  through  the  Core-Shell  System  that  a patient  would  take  and 
the  information  carrying  documents  prepared  at  each  point. 

All  this  activity  contributed  to  the  collection  on  paper  of  a large  number  of 
data  items  which  could  later  be  transferred  to  punched  cards.  At  the  same  time 
work  progressed  on  modifying  the  Assessment  Summary  process.  Unlike  the  other 
parts  of  the  system,  this  function  involves  direct  entry  of  data  into  the  computer 
and  immediate  production  of  reports.  The  data  on  each  group  of  patients  going 
through  the  Assessment  Unit  has  to  be  accurately  entered  into  the  computer  at  the 
end  of  the  second  day  of  testing;  the  Assessment  Summary  reports  are  required  the 
following  morning  for  use  in  helping  to  select  a treatment  placement  for  those 
patients.  Production  deadlines  are  thus  unusually  tight  and  the  need  for  accuracy  is 
very  great. 

A version  of  this  application  had  been  successfully  developed  and  used  during 
Phase  II;  but  Phase  III  brought  new  design  problems.  The  data  base  for  the  Summary 
was  to  be  expanded,  requiring  a new  coding  form  to  be  designed,  changes  to  the 
editing  programme  and  a new  format  for  the  resulting  report.  In  order  to  support 
weekend  assessment,  a method  had  to  be  devised  to  allow  the  Summaries  to  be 
printed  immediately  at  ARF  rather  than  overnight  at  the  University  of  Toronto  as 
was  adequate  to  support  weekday  assessments.  Finally,  it  was  decided  to  transfer 
responsibility  for  data  entry  and  editing  from  the  Assessment  Workers  to  Computer 
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Services  data  entry  staff.  This  latter  change  required  new  schedules  and 
procedures,  new  operating  documentation  and  the  development  of  a training 
programme  for  the  data  entry  staff. 

Since  patients  continued  to  be  assessed  throughout  most  of  the  development 
period,  the  older  version  of  this  application  had  to  continue  and  be  maintained  while 
the  new  one  was  being  developed.  The  trasition  from  the  old  version  to  the  new  one 
had  to  be  made  smoothly  and  quickly  with  no  loss  of  either  service  or  data. 

Implementation 

The  system  development  team  received  outstanding  cooperation  from 
everyone  involved  in  the  Core-Shell  System.  With  the  help  of  many  people  ways 
were  found  to  capture  the  required  data  and  route  it  to  the  Research  Module  or 
directly  to  the  computer.  By  the  start  of  Phase  III  all  the  required  new  or  changed 
forms  had  been  printed,  tested  and  distributed  to  those  who  would  use  them  with 
training  given  as  necessary.  The  new  version  of  the  Assessment  Summary 
application  was  in  use  accommodating  weekend  assessment  with  Computer  Services 
data  entry  staff  entering  the  assessment  data,  editing  it  and  producing  the  summary 
reports.  Data  began  to  flow  to  the  Research  Module  from  the  various  parts  of  the 
Core-Shell  System;  all  staff  have  cooperated  in  this  effort  and  have  shown 
flexibility  in  dealing  with  unexpected  problems. 

The  New  System:  An  Evaluation 

As  part  of  the  preparation  of  this  report,  all  those  intimately  involved  with 
operating  or  using  the  new  system  were  interviewed.  Although  this  is  an  interim 
system,  a precursor  of  the  more  general  one  proposed  in  the  feasibility  study,  it  is 
likely  to  be  with  us  for  a year  or  more;  if  there  are  problems,  they  need  to  be  dealt 
with.  Surprisingly,  considering  how  quickly  the  system  was  developed,  it  is  at  this 
writing  performing  very  well.  In  general,  all  system  functions  are  reported  to  be 
operating  as  planned;  everyone  involved  sees  noticeable  improvement  in  contrast  to 
former  operations.  Nonetheless,  some  potential  problems  have  emerged. 
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1.  The  process  for  producing  the  Assessment  Summaries,  with  its  very  short 
deadlines,  is  highly  vulnerable.  As  in  any  system,  the  greatest  potential  bottleneck 
is  at  the  point  where  data  is  entered  into  the  computer.  An  increase  in  the  number 
of  patients  going  through  Assessment  or  any  development  that  would  delay  the 
submission  of  the  data  to  the  data  entry  staff  could  well  cause  the  required  reports 
to  be  late.  The  halting  of  weekend  assessments  at  the  end  of  Phase  III  has 
eliminated  the  most  serious  delay  risk  as  the  weekend  assessment  process  required 
data  entry  and  report  production  both  to  be  done  on  the  morning  of  placement 
conferences;  normal  weekday  processing  allows  late  afternoon  data  entry  and 
overnight  printing  of  the  reports.  Should  weekend  assessments  be  resumed, 
especially  with  a greater  case  load,  this  function  may  have  to  be  carefully  re- 
evaluated. 

2.  Some  patient  tracking  data  has  proven  difficult  to  collect.  A special 
problem  is  identifying  when  a patient  first  contacted  the  Clinical  Institute;  there  is 
no  single,  consistent  source  for  this  information  so  that  different  procedures 
sometimes  result  in  different  definitions  of  "first  contact."  While  this  situation  does 
not  materially  affect  the  Phase  III  data,  some  administrative  changes  may  be 
required  in  the  longer  run  for  the  building  of  a general  data  base. 

3.  A problem  remains  in  clearly  defining  transition  points  for  patients  as  they 
move  through  the  system.  It  is  sometimes  quite  arbitrary  to  say  a patient 
"completed"  an  essentially  open-ended  treatment  process.  If  plans  to  further 
modularize  treatment  programmes  are  implemented,  this  problem  should  be 
amenable  to  solution. 

Overall,  the  system  is  doing  what  was  expected  of  it.  The  next  version  of  the 
Core-Shell  Information  System,  as  well  as  serving  more  functions,  must  clearly  be 
designed  to  be  more  closely  integrated  with  the  operation  of  the  total  programme  in 
order  that  data  collection  can  be  made  yet  simpler  and  that  there  be  a better  fit 
between  the  demands  of  the  information  system  and  the  actual  activities  of  the 
programme. 
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FIGURE  1 System  Flowchart 
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FIGURE  2 
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